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GULF WAR SYNDROME TO EXAMINE NEW 
STUDIES SUGGESTING LINKS BETWEEN 
GULF SERVICE AND HIGHER RATES OF ILL- 
NESSES 


TUESDAY, JANUARY 21, 1997 

House of Representatives, 
Committee on Government Reform and Oversight, 

Washington, DC. 

The committee met, pursuant to notice, at 10 a.m., in room 2154, 
Rayburn House Office Building, Hon. Christopher Shays (chairman 
of the Subcommittee on Human Resources and Intergovernmental 
Relations) presiding. 

Present: Representatives Gilman, Shays, Ros-Lehtinen, Horn, 
Sessions, Pappas, Snowbarger, Towns, and Sanders. 

Staff present: Lawrence J. Halloran, subcommittee staff director/ 
counsel; Robert A. Newman, subcommittee professional staff mem- 
ber; Jared Carpenter, subcommittee clerk; Teresa Austin, com- 
mittee staff assistant; Cherri Branson, minority professional staff; 
Phil Barnett, minority chief counsel; and Jean Gosa, minority staff 
assistant. 

Mr. Shays. I would like to call this hearing to order and to wel- 
come our witnesses and our guests. In the last Congress, we con- 
vened six hearings to examine the Department of Veterans’ Affairs, 
the VA, handling of the health complaints of Gulf war veterans. We 
did so because veterans consistently told us their evidence of toxic 
exposures was being minimized or ignored. 

Over the course of those hearings, the Department of Defense 
(DOD) belatedly acknowledged more than 21,000 United States 
troops were exposed to some level of chemical weapons agents after 
destruction of the ammunition depot at Khamisiyah in Iraq. The 
Central Intelligence Agency (CIA) admitted their weather modeling 
would never prove their earlier conclusion that no United States 
troops had been exposed to toxic vapor plumes after coalition bomb- 
ing of known Iraqi chemical weapons stores. And the VA conceded 
that vital research into the health effect of low-level chemical expo- 
sures had been given a low priority out of unwarranted deference 
to the Pentagon’s now-discredited conclusions. 

So we are making progress. 

The DOD has expanded its investigation team in an effort to 
make up for the previous, superficial Pentagon inquiries into toxic 
exposures. The Presidential Advisory Committee on Gulf War Vet- 
erans’ Illnesses will continue to oversee that effort. Both the DOD 

( 1 ) 
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and VA will undertake more research into the chronic health ef- 
fects of low levels of toxins. 

Recently, the VA reviewed the health records of more than 2,000 
of the 21,000 troops stationed within a 50 kilometer radius of the 
Khamisiyah bunkers. It appears those closest to the chemical deto- 
nations are sicker than other veterans who have sought special 
treatment in the VA’s Gulf War Health Registry. We will hear tes- 
timony from the VA on this new data. 

We will also hear about published results that help distinguish 
and clarify the roles of toxic exposures and stress in causing subtle 
neurological damage and delayed, chronic health effects. 

Our purpose today, and in the months ahead, is thorough, con- 
structive, and fair oversight of the VA and other departments and 
agencies charged to find answers for Gulf war veterans. Our mis- 
sion is to ensure that motion is never mistaken for progress, that 
conclusions don’t become evidence, and that military doctrine does 
not blind the research agenda or dictate the medical standard of 
care. 

Thanks to Chairman Dan Burton, and the committee’s ranking 
Democrat, Representative Henry Waxman, we are able to convene 
this hearing today prior to the formal organization of subcommit- 
tees and the adoption of rules for the 105th Congress governing the 
subcommittees. Their willingness to go forward today demonstrates 
the bipartisan commitment to the accurate diagnosis, effective 
treatment, and fair compensation of Gulf war veterans. 

[The information referred to follows:] 
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The Hon. Christopher Shays 
IS02 Longworth Building 
Washington, D.C. 20515 

Dear Chris: 

Pursuant to my agreement with the Ranking Member, you are authorized to conduct two 
hearings prior to the adoption of Committee Rules. Specific topics for the hearings are set out in 
my January 7 letter to Rep. Waxman memorializing our agreement, (copy attached) 

I understand you will convene the first hearing on January 21 on Persian Gulf War 
veterans’ illnesses, with the second hearing, on the Food and Drug Administration’s safety 
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Pursuant to the Rule XI, clause 2(mXl) of the Rules of the House, you are hereby 
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accordance with the Rules of the House, and to the extent practicable, under the Committee 
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cc: Rep Henry Waxman 
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Mr. Shays. We welcome all our witnesses, particularly the vet- 
erans who will testify in our third panel. It is to them we owe con- 
tinued vigilance in pursuit of the causes and cures of Gulf war vet- 
erans’ illnesses. 

At this time, I would ask the former ranking member and maybe 
the present ranking member, Mr. Towns, if he has a statement to 
read. 

Mr. Towns. Thank you, Mr. Chairman. 

Mr. Shays. I just want to know, should I take it personally that 
you choose not to sit in this seat? 

Mr. Towns. No, no, it doesn’t have to do with anything, Mr. 
Chairman. I guess the only thing was I was looking forward to hav- 
ing your seat. That is the only thing. 

Let me also thank you, Mr. Chairman, for holding this hearing. 
Since our first hearing on this matter in the 104th Congress, I 
have steadfastly maintained several core beliefs. I believe that ill- 
nesses of the Persian Gulf war veterans should be examined and 
treated. Current research should be continued to determine the ex- 
istence of a specific illness or syndrome. Compensation should be 
provided for those individuals whose Persian Gulf service has ren- 
dered them disabled or suffering from chronic illnesses, and re- 
search on these causes of potential treatment for those illnesses 
should be expanded. 

I am encouraged to discover that earlier this month the Presi- 
dent asked VA Secretary Brown to examine the possibility of ex- 
tending benefits to soldiers who suffered from undiagnosed ill- 
nesses; that $27 million in funding is available for new research ef- 
forts; that the Department of Defense has initiated a 110 member 
task force to investigate claims of chemical exposure; and that the 
term of the Presidential Advisory Commission on Persian Gulf War 
Illnesses has been extended. I am very pleased about that. These 
are all encouraging developments in an area that often only carries 
bad news. 

I hope that these developments mean that all concerned have 
reached an agreement to listen to our veterans and share informa- 
tion from Federal agencies with Congress and with the American 
public. I believe that the failure to reach such an agreement would 
undermine trust and confidence in government, cast doubt upon 
any of the few research findings, and waste the investigational and 
medical resources of Federal agencies. This Nation cannot afford 
such a result. 

Again, Mr. Chairman, I would like to thank you for calling this 
hearing today and staying with this issue. I agree with you; I think 
it is too important not to examine it and make certain that we find 
the cause of this illness. It is very clear to me that where there is 
smoke, there must be fire. Thank you. 

Mr. Shays. I thank the gentleman, and while you don’t sit at this 
seat, I consider you an equal partner in this effort. And thank you 
for your past and present work on this. 

[The prepared statement of Hon. Edolphus Towns follows:] 
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Draft Opening Statement of Rep. Edolphus Towns 
Ranking Democratic Member of the Subcommittee on 
Human Resources and Intergovernmental Relations 
Hearing on Persian Gulf War Illness 
January 21, 1997 

I want to thank Chairman Burton and Subcommittee 
Chairman Shays for holding today’s hearing on Persian Gulf War 
illness. The Subcommittee on Human Resources has held 
several hearings on this issue, I believe that our work on this 
matter has led to significant findings and policies in this area. 

Since our first hearing on this matter in the 104th Congress, I 
have steadfastly maintained several core beliefs. I have believed 
that illnesses of the Persian Gulf War Veterans should be 
examined and treated; current research should be continued to 
determine the existence of a specific illness or “syndrome”; 
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compensation should be provided to those individuals whose 
Persian Gulf service has rendered them disabled or suffering from 
chronic illnesses and research on the causes and potential 
treatments for those illnesses should be expanded. I am 
encouraged to discover that earlier this month, the President 
asked VA Secretary Brown to examine the possibility of extending 
benefits to soldiers who suffer from “undiagnosed illnesses”; that 
$27 million in funding is available for new research efforts; that 
the Department of Defense has initiated a 1 10 member task force 
to investigate claims of chemical exposure; and that the term of 
the Presidential Advisory Commission on Persian Gulf War 
Illnesses has been extended. These are all encouraging 
developments in an area which often carries only bad news. 

I hope that these developments mean that all concerned 
have reached an agreement to listen to our veterans and share 
information between federal agencies, with Congress and with the 
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American public. I believe that the failure to reach such an 
agreement would undermine trust and confidence in government, 
cast doubt upon any future research findings and waste the 
investigational and medical resources of federal agencies. This 
nation cannot afford such a result. 

Again, I want to thank the Chairman for calling today’s 
hearing and look forward to hearing from the witnesses. 
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Mr. Shays. In the order of the Members who came here, I am 
going to invite a new Member, Mr. Sessions from Texas, if he has 
any opening statement. 

It is good to have you here. 

Mr. Sessions. Thank you, sir. My comments are related to the 
people who are here before us. It is people who recognize the prob- 
lem that is evident in America. 

Men and women who went across the globe to represent America 
have come back with terrible symptoms, and I believe the public 
is unsure of the cause. I hope to be an active part of this committee 
to listen to expert testimony and witnesses who are in the medical 
field who can shed light on this and to offer my background and 
experience to get to the bottom of this. 

I appreciate you allowing me to be here. Thank you. 

Mr. Shays. Thank you. We are eager and happy to have you par- 
ticipate, and I would thank and recognize Mr. Sanders, who has 
been at these hearings, all six of them, and have appreciated his 
contribution. 

Mr. Sanders. Thank you very much, Mr. Chairman, and con- 
gratulations on your excellent work and congratulations on the 
panels you have assembled today. 

Mr. Chairman, to my mind, one of the issues that we have not 
gotten into as thoroughly as we might, and I think we are going 
to make a major step forward today, is the impact of the syner- 
gistic effect of a variety of chemical exposures on the men and 
women who served in the Persian Gulf. I think it is important that 
we finally have recognized that thousands of our soldiers have been 
exposed to chemical war agents, but there were many other chem- 
ical exposures there, as you know. 

According to the American Medical Association, “Evidence now 
exists linking military service during the Persian Gulf war to a va- 
riety of ailments, including neurological injuries potentially caused 
by exposure to chemical weapons, government-issued insect repel- 
lent, and possibly by a drug taken to prevent poisoning from nerve 
gas.” But what we must always keep in mind is that the Persian 
Gulf theater was a chemical cesspool, and that our soldiers there 
were exposed not only to chemical agents, war chemical agents, but 
to many, many other chemical agents as well. 

Although some doctors have had some success treating sick vet- 
erans for chemical exposure, to the best of my knowledge, the VA, 
the DOD, and HHS have not offered veterans a treatment specifi- 
cally geared to overexposure to toxicity. I understand that we are 
in a catch-22. Since we do not yet have a clear diagnosis, it is very 
hard to treat the problem. I understand that we need to take our 
time with some treatment protocol, such as those offered by Drs. 
Nicholson and Hyman who treat Gulf war syndrome with anti- 
biotics because there is a risk of negative side effects. I am pleased 
that money has apparently been appropriated to take a closer look 
at these treatment protocols. That is an important step forward. 

In the meantime, there are treatment programs that have no 
negative side effects which are making veterans feel better. And we 
should implement this no-risk, win-win treatment immediately. 

Mr. Chairman, I will later submit to the record a document enti- 
tled, “A Biopsychosocial Therapeutic Approach for the Treatment of 
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Multiple Chemical Sensitivity Syndrome in Veterans of Desert 
Storm.” It is a treatment protocol. It was written by Dr. Myra 
Shayevitz, who was a physician with the Veterans Administration 
at the North Hampton, MA, hospital, dated May 5, 1995. 

Dr. Shayevitz is of the belief, and treated patients on the basis, 
that they were suffering from multiple chemical sensitivity. She 
had good success. And in talking with Dr. Shayevitz, who is no 
longer at the VA, her concern was that she was — how should we 
phrase it? — not getting the kind of support that she wanted from 
the medical people on top. 

I should tell you, Mr. Chairman, that last week I had a very good 
meeting with Secretary Brown and some of the VA physicians, urg- 
ing them to take a more complete look at treatment protocols in- 
volving detoxification of our veterans, and I hope very much that 
we will go forward in that area. 

In 1993, Dr. Shayevitz treated over 100 Gulf war veterans for 
chemical exposure, and improved the health of most of them. So, 
in other words, there is a treatment protocol out there. 

The problem is as I understand and you understand that when 
we talk about multiple chemical sensitivity, we are talking about 
a controversial area. Not every physician in America agrees with 
this. The chemical industry does not agree with this. 

On the other hand, as somebody who has been involved in this 
issue for a number of years, I can tell you that there are hundreds 
of thousands, if not millions, of Americans in civilian life — forget 
the Persian Gulf — who have been affected by overdoses of chemi- 
cals. 

There are medical organizations now who are treating tens of 
thousands of people overdosed with chemicals. And it seems fool- 
hardy to me to be conservative now and not look at all of the med- 
ical options that are out there when we have so many people who 
are suffering, and, most importantly, when this treatment protocol 
is a safe treatment protocol. Detoxification is not a dangerous drug. 
It will not have any dangerous side effects. 

We have people, for example. Dr. William Rea of the Environ- 
mental Health Center in Dallas, TX, who has on his own, mostly 
on a pro bono basis, treated over 60 veterans. Dr. Rea is well- 
known throughout the country as being one of the pioneers in the 
whole area of the multiple chemical sensitivity. 

Dr. Charles Ensure in Kansas has also treated patients. 

So I would suggest, Mr. Chairman, what this meeting is about 
is to open up the door to different treatments. The present diag- 
nosis and treatment from VA and DOD is not working. 

I would conclude by simply thanking Dr. Rostker, if I am pro- 
nouncing your name right. We met last time informally on a tele- 
vision program. You were on the East Coast and I was here, or 
whatever, so it is nice to see you in person. If you allow me to 
quote from the letter that you sent me. 

Dr. Rostker says he knows that I met with Secretary Brown and 
so forth and he says, I understand you met this week with Sec- 
retary Brown and his staff at the Department of Energy to discuss 
multiple chemical sensitivity research efforts, and that additional 
research proposals on chemical sensitivities among Gulf war veter- 
ans will be considered for future funding. I support such additional 
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research. And he is shaking his head for the record, up and down 
the right way. 

Regardless of the current uncertainties and understanding of the 
complex issues surrounding MCS and the many other potential 
causes of illness, we will continue to try to understand and explain 
why so many of those suffer with the Gulf war syndrome. I think 
that is a step forward and we will pursue that later. 

Thank you, Mr. Chairman. 

Mr. Shays. I appreciate the gentleman. 

[The information referred to follows:] 
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A BIOPSYCHOSOCIAL THERAPEUTIC APPROACH 

FOR THE TREATMENT of MULTIPLE CHEMICAL 
SENSITIVITY SYNDROME 

IN VETERANS OF DESERT STORM 


TREATMENT PROTOCOL 


Submitted by, 

Myra B. Shayevitz, M.D.,FCCP,FACP 
Environmental Physician 
May S, 1995 
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Background 


Experience at Northampton VAMC has led us to believe that the unexplained health 
problems of some Persian Gulf veterans may relate to the combination of chemical, 
physical and psychological stressors unique to the Desert Storm operation (Miller, 
1994). Veterans seen at our facility and elsewhere have complained repeatedly of 
multi-system symptomatology, including problems with overriding fatigue, memory 
loss, joint pain, loss of concentrating ability, depression, headache, rash, cough, and 
abdominal pain (Kang). 

This symptomatology is remarkably similar to the syndrome which has been labeled 
Multiple Chemical Sensitivity syndrome (MCS). MCS is a disorder in which multiple 
symptoms occur in multiple systems or organs of the body as a result of exposure to 
chemicals.! he symptoms may involve any system of the body or several systems 
simultaneously, most commonly the central nervous system, including problems with 
fatigue, mood, memory and concentration. Differing symptoms and severity of 
symptoms occur in individuals, even among those who have experienced a similar 
exposure. Induction of the syndrome is by a wide range of environmental chemicals, 
usually pesticides and petrochemicals, and there is subsequent triggering by much 
lower levels of exposure than those involved in the initial induction of the illness. The 
sensitivity spreads to other, often chemically dissimilar, substances. Concomitant food, 
alcohol and medication intolerance may develop (Miller 1993). Symptoms of chronic 
fatigue syndrome, PTSD and affective disorder may overlap those of MCS, but if the 
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patients exhibit chemical sensitivities to environmental triggers as described above 
they are eligible for admission to the program. 

One intriguing theory to explain MCS is that proposed by Bell (1992) and Miller. 
They point out that one end of the olfactory nerve is in the nose and the other end is 
in the hypothalamic limbic axis of the brain. It has been demonstrated that 
environmental chemicals may enter the central nervous system via this pathway 
(Shipley). They speculate that brain kindling occurs, causing an amplified neuronal 
response on exposure to a large variety of environmental incitants (triggers). (Of 
course, irritants in contact with skin or the Cl tract will also be carried to the brain via 
the bloodstream.) The hypothalamic linfcic axis is the area of the brain which governs 
emotions, food cravings, immune funaion, digestive and metabolic activities of the 
gastrointestinal tract, and reproduction (Miller 1994). Many of the problems of the 
Gulf War veterans lie in these spheres. Veterans may also be suffering from direa 
toxic effects of chemicals on sperm, in the brain, or from other concomitant 
abnormalities such as impaired liver sulfation detoxification processes. 

There are two features of this syndrome which are invaluable in understanding this 
symptom complex. The first is that of the spreading phenomenon. Although the 
initial event is frequently an exposure to environmental toxicants (often at very low 
dosage), the "sensitivity' spreads to low doses of chemically unrelated substances in 
common use, such as household cleaning chemicals, perfume, alcohol, common 
-foods (foods are admixtures of chemicak), tobacco smoke, exhaust fumes, and fresh 
newsprint. Repeated minute low dose exposures may trigger symptoms and 
perpetuate the syndrome. The incitants (triggers) are in such common usage that 
veterans are literally always at risk of exposures which perpetuate their symptoms. 
(Miller 1993, Bell 1982) 

A second feature of MCS is that of adaptation, or masking. When a patient is 
constantly exposed to multiple environmental triggers, his reaction to them will not 
be clear-cut, although it will still result in the continuation of symptoms. The 
symptomatology is "masked" and the patient is in an adapted state. It is only by 
withdrawal from the offending irritants and re-exposure that the patient develops a 
well defined and recognizable reaction. (Miller 1993, Bell 1982) 
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The longer MCS is allowed to go untreated, the more likely it is that patients become 
chronically disabled with enormous cost to the individual as well as to society (Miller 
1 993). In a report from the Ministry of Health of Toronto ( Zimmerman Report, 

1 986), the estimated bill for 1 30 patients was in excess of two million dollars. The 
cardinal principle of treatment is the avoidance of triggering substances (Ashford). 

Although the entity of MCS is somewhat controversial, in fact MCS is not uncommon 
in this country. The National Research Council (1992) estimates that 15% of the US 
population may be susceptible. The Directory of the Association of Occupational and 
Environmental Clinics (Washington, D.C.) lists evaluation of MCS at the Massachusetts 
General Hospital, Emory University School of Public Health, Robert Wood Johnson 
Medical School, Yale University, and Johns Hopkins, among other prestigious 
universities' occupational health clinics. 

One clinically useful theoretical model of MCS holds that each individual has a total 
tolerable load of chemical, physical, and emotional stress which, when exceeded, 
may lead to MCS in susceptible individuals (Randolph, 1962; Ashford). The MCS 
syndrome may begin with psychological stress accompanied by a 
petrochemical/insecticide exposure (Miller 1993). Did this stress overload/chemical, 
exposure combination happen in the Persian Gulf? The psychological and physical 
stressors involved in the Gulf War operation included: going to war on short notice, 
the use of many Reserve soldiers rather than hardened troops, the fear of poison gas 
and Scud attacks, rumors of high casualty rates, trucks arriving filled with body bags 
and caskets , little sleep, excessive heat, fear of mines, fear of fighting in Mission 
Oriented Protective Posture (MOPP) suits at high temperatures, seeing hundreds of 
dead animals with no explanation given by superiors, and hearing poison gas alarms 
going off often necessitating donning MOPP gear, and sitting isolated from others for 
more than one hour. 

Chemical stressors included exposures of troops to more than twenty insecticides, 
diesel fuel used in heaters in sleeping areas, contact by troops with ground soaked 
with diesel fuel to keep the dust down, ( 30,000 gallons per day in each of some 
encampments) petrochemicals in the wash water, exposure to oily clothing from 
fuel, fire and smoke, pesticide fogging in tents while occupied with our soldiers. 
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pesticide spraying of toilet seats, living in tents on the flight line , inhaling fumes and 
smoke from the oil well fires, use of Chemical. Anti Resistant compound (CARO paint 
(Diisocyanate ) without issuing proper ventilation or airline respirators. Further, we 
learned at the NIH Technology conference that uniforms were impregnated with 
pyrethrum insecticides and reimpregnated every six washings thus providing 24 hour 
direct dermal contact with insecticides. Soldiers often slept only six inches apart 
facilitating the inhalation of pesticides (Haines). 

In October of 1993, the Defense Department for the first time acknowledged that 
low levels of chemical warfare agents were detected in the air in the Persian Gulf at 
certain sites (Parks). The anticholinesterase compound. Pyridostigmine, ( the "anti- 
nerve gas" pill) was taken at the order of Division and Corps Commanders when in 
their opinion the danger of poison gas attack was imminent. Some soldiers we 
interviewed took more than thirty tablets. 

Anticholinesterase agents prevent the hydroxylation of acetyl choline which can lead 
to unopposed cholinergic stimulation and secondary neuro-muscular fatigue, paralysis, 
excessive salivation and lacrimation, bronchoconstriction, nausea, vomiting, diarrhea , 
impaired cardiac function, shock and death (Goodman). It was postulated that If 
Pyridostigmine was bound to acetylcholinesterase, the nerve agent could not bind. 
Hence, pyridostigmine would be protective, since it could be reversed by atropine. 
Pyridostigmine had never before been given to large populations of normal 
individuals in such an uncontrolled manner. The Army Institute of Chemical Defense 
in their Doctrine of Use recognized the potential toxicity of this compound, stating 
that " If a dose is missed, under no circumstances should one take two tablets as a 
make-up dose" (Gum). 

There were, in fact, three potential sources of anti-cholinesterase exposure on the 
battlefield; Sarin nerve agent, organophosphorus insecticides (after World War 2 the 
technology for poison gas production was diverted into the manufacture of 
anticholinesterase insecticides) and Pyridostigmine. Anti-cholinesterase agents (e.g., 
insecticides) have long been recognized as sufficiently toxic to cause initial 
sensitization to multiple chemicals at normally encountered doses. A post war 
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experiment in which cockroaches were pre-treaied with pyridostigmine found the 
insecticide Deet to be 500% more lethal. (Moss). 

As has been stated, the patient with multiple chemical sensitivities and the Persian 
■ Gulf veterans whom we have examined appear to react to chemicals in very 
common usage. In a study of 55 of our patients, 86% recognized environmental 
exposures as perpetuating or exacerbating their symptoms. We compared the 
symptoms of 50 self-identified cases of MCS documented by Miller (Miller, 1994) 
with 55 cases of our own at Northampton VA Medical Center Persian Gulf 
Environmental Clinic. The chart below shows the similarity in incidence of these 
symptoms. 


SvnsTons N-HAt-iPTON 6w gTS vi ncs PTS 



Milltr, Cliudia. U or Tow Hetllh Science Centtr 

■ NORTHAMPTON 'SS PTS □ MCS "50 PTS 


These patients feel vulnerable to an increased symptomatology from even the 
ordinary activities of daily living. Feeling "attacked" on all sides, the patient may 
retreat and become non-functional (Heuser 1992). Because the complex problems 
of the Persian Giilf veteran encompass the physical, the emotional and the cognitive 
( and untreated may result in social isolation and disability, with high costs to society), 
NVAMC recommends a BIOPSYCHOSOCIAL Treatment Proposal. This treatment is 
modeled on approaches that have already proven successful in other treatment sites: 
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removal of triRgers and rebuilding of psychological and physical strength. The program 
consists of up to a 30 day stay in a chemically clean unit, regulated diet, psychological 
support using non drug therapies, family support, exercise training and detailed 
education in such topics as environmental controls, assistance with securing work site 
accommodations, management of diet and self directed exercise (Rea 1992, 

Ashford). The patients will be followed by the treatment team for one year. 

An additional critical component will be rigorous evaluation to measure the degree 
of success of the program in achieving its objective of decreased symptomatology and 
improvement in physical and emotional well-being. The evaluation components of 
our clinical program are detailed in a separate document. 

The next section details our proposed program. 
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I. ADMITTING PROCESS 


1 . Case Definition for Purposes of Admission: Those Gulf Era Veterans with 
Multiple Chemical Sensitivity Syndrome which is defined as multi- system 
symptomatology attributable to multiple chemical exposures. Patients 
must be suffering from two or more symptoms originating from two or 
more body systems/ organs sufficiently severe to adversely affect the 
patient. Patient's symptoms are now exacerbated by low levels of exposure 
to chemicals in common usage (Ashford, Cullen, Heuser). 

2. Applicant Recruitment: We will accept applications through the usual 
inter- VA communication and referral procedures, including letters to all 
environmental physicians and communication through VA Internet access. 

Self referred patients and those referred from Veteran Advocate groups may 
also submit applications. 

The submitted budget does not allow for VAMC Northampton to pay for travel 
to the treatment site. 

3. Application Process: There are two objectives. Our first objective is to have 
a screening team not involved in the treatment determine suitable 
candidates for admission. The second objective is to receive in-depth 
information on those patients admitted to the program and to impart 
necessary information to them regarding the program. 

(a) The first mailing will be designed specifically to determine applicants 
who are considered to be appropriate for treatment in this program, 
to provide general information to the treating team should the 
patient be accepted, and to inform the patients about the program 
and obtain informed consent. (The detailed instructions to the 
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outside screening committee are described in Appendix A.) Fifteen 
of our Gulf War patients at Northampton VAMC have completed 
the application for admission as part of a pilot study. In all cases the 
information on the application form coincided with the presence 
and severity of their symptoms. Subjects were able to fill out all 
categories. The responses were checked for accuracy and 
consistency during the clinic visit which followed. We expect to 
continue this pilot study and to use 25 applications completed as a 
teaching tool for instruction of the screening team. 

(1 ) Application for admission (see Appendix B.). 

(2) Medical clearance from VA or civilian physician. It is important 
that these patients have had a thorough general medical workup to 
exclude any diagnoses which may be best treated by the usual 
medical model. 

(3) Laboratory work and diagnostic workup required for Gulf War 
veterans (Farrar): This basically is a thorough, general workup to find 
diagnoses which would be best treated under the usual medical model. 
There is, however, also an immunology profile. Some patients with 
chemical exposures do have immunological abnormalities, including 
abnormal T cell, abnormal T helper/suppressor ratio, decreased NK 
counts, low NK activity, and positive ANA and thyroid antibodies 
(Wojdani 1991, Heuser). Similar immune abnormalities have been 
described in Persian Gulf veterans tested at Immunoscience Laboratory, 
Los Angeles, CA (Wojdani, 1993). The screening team will have special 
instructions in appendix A. in the interpretation of laboratory tests. 


(b) The second mailing will be to accepted candidates to objectively 
gauge the degree of disability and obtain facts necessary for 
treatment and to produce a much more detailed document which 
can be used as a patient history. 
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(1) Environmental History (s« Appendix C. 

(2) List of allowed toiletries and clothes. 

(3) Date of admission. 

(4) Map and travel information. 

(5) Test Battery contained in the Evaluation Protocol 


II. DETAILS OF PROPOSED 30-DAY TREATMENT PROGRAM 

Length of stay is estimated at 30 days (Rea, personal communication, 1994). This will 
allow adequate time for patients to deadaot (unmask, detoxify) from chemical 
exposure and give them time to adapt to the realities of coping with MCS through the 
program which will be described below. 

1 . Control of the Environment 

The Environmental Health Unit ( EHU) is considered the "gold standard" (Ashford) for 
the diagnosis and treatment of those afflicted by chemical sensitivity. In the EHU it is 
possible to overcome the masking ( adaptation) effect of continuous exposure to 
environmental incitants in air food and water and effect de-adaptation (unmasking). 
The adapted patient feels ill but cannot pin point or at times avoid the offending 
incitants. De-adaptation accomplishes several goals : once removed from the incitants 
causing the symptoms, the patient will feel much better; re- contact with offending 
agents will produce a clearly defined reaction ( Ashford, Bell, 1982,Randolph,Rea, 
1979, Miller, 1993). 

The unit will be housed on one wing of Ward D at Northampton VAMC, ( including 
the nursing station), which will be renovated and designated the Northampton VA 
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Medical Center Environmental Health Unit. The scope of changes to Ward D to 
accommodate chemically sensitive patients will require some m^jor changes to the air 
handling systems. The South Wing will be isolated from the rest of the floor, both 
physically through an air lock, and by separation of the air handling system. The 
patient space will be positively pressured, and the air lock will be negative. The air lock 
will be situated adjacent to the nursing station, with nursing station access. The doors 
will be interlocked so only one can be opened at a time. The new partitions 
containing the doors will be constructed from floor to ceiling. The existing ductwork 
will be cleaned and modified to place the returns in the patient rooms. The 
Bathrooms are new, but require a sealer on the grout. Ceiling tiles will be replaced 
with hard surface files. 

Time line for construction: 

Day 1 to 90: Select contractor, select mechanical engineer, review existing air 
handling system, design of air handling and lock system. 

Day 90-180: Construction to completion. 


Ward D is an ideal location since it contains the Pulmonary Function Lab the services 
of which will be in high usage as respiratory problems occur in the majority of the 
patients. Spirometry and peak flow as well as submaximal pulmonary stress testing will 
be of great clinical value. Patients with MCS frequently have respiratory problems, 
including exertional asthma. There is a room fit for a vigorous exercise/sauna program 
lined with natural materials ( an old O.R.), adjacent showers, a room to hold the 
circuiting apparatus ( see later discussion: exercise), space to see out patients that will 
be environmentally protected and room for staff offices. The treatment team has 
worked together with the Program Director for over five years using the 
biopsychosocial approach to chronic pulmonary and geriatric patients. Ward D has 
wall oxygen, suction, and is near other medical staff in case of an acute crisis. Lastly, 
there is a direct entrance to the outside with no need to go to the ground floor which 
has been recently carpeted. 
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The beds, bedding and room furnishings will be made from nonsynthetic materials. 

The clothing worn by staff and patients will be from natural fibers and laundered in 
nontoxic detergents. The use of perfume, chlorinated and petrochemical based 
products will be strictly forbidden. There will be specially filtered water available and 
spring water for drinking and cooking. Commercially available spring water from a 
variety of readily available New England sources will be tested by a nearby water testing 
laboratory. The spring water to be used in the program will then be selected on the 
basis of purity and economy. Safe cleaning chemicals, non volatile organic compounds, 
for the unit will include borax, original Bon Ami, super washing soda, Neo-Life Green 
soap (Rea, 1994, Barrett ,Maki). Laundry will all be washed on Ward D. These safe 
cleaning chemicals will be used on the whole of Ward D, the hallway leading to O 
West, and including the Day Room, Porch, Nursing Station, and Laundry Room on DX. 
Traffic into the unit will be strictly controlled and the industrial hygienist will check the 
air quality on a regular basis. The television sets will be enclosed and vented. The 
majority of furnishings will be metal. The perimeter radiant heat will be modified and 
filtered. The water supply system for showers will be filtered 

Dr. William Rea, the medical director of the successful Environmental Health Center 
of Dallas , Texas will act as consultant. He has already made one trip to the proposed 
unit and met with the chief engineer. All renovations will be pre-approved by Dr. 

Rea as well as all nutritional supplements, water and cleaning agents ( Rea 1994, 
Ashford). All staff will be non smokers. Their uniforms will be washed in the same 
manner as those of the patients. They will change into special "clean" uniforms at 
work (Lawson). 


2. Nutritional Support 


Based on data-from other patients with MCS (Rea 1 992), we can expect that 
approximately 80% of our veteran patients will have food sensitivities or 
intolerances. Foods are admixtures of chemicals. The body's biochemical process 
for breaking down foreign chemicals can strain its ability to metabolize foods that 
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involve similar metabolic pathways, creating a reduced ability to process the food 
and an increase in intolerance to certain food types. The primary goal in managing 
food sensitivity is identification and elimination of offending incitants. Certain foods 
have cross-antigenicity with other members of the respective food family because 
they are chemically similar ( Rao). Further, one must keep in mind that the signs 
and symptoms of food sensitivity cover a tremendous range of individuality in each 
patient and that they are myriad. New food sensitivities may develop in MCS 
patients because of the spreading phenomenon. Theoretically, however, food 
sensitivity is perhaps the only allergic disorder in which one can perfectly control 
the avoidance of incitants. For this reason it becomes possible to demonstrate a 
cause and effect relationship between the ingestion of a specific food and the 
accentuation of allergic symptoms (Boyles). 

Food reactions may be fixed and immediate, probably IgE mediated: symptoms 
will occur each time a food is consumed no matter how long it is avoided. The 
food reactions that are more common in MCS may be IgC mediated (Trevino) and 
are much more subtle and difficult to detect. If a patient is allergic to a food, 
reaction may not be immediate. In that case, especially when the patient is eating 
the food (such as wheat or milk) constantly, reaction will not be exaggerated and 
clear-cut but will result only in a continuance of previous symptoms. The 
symptomatology is “masked” and the patient cannot correlate the ingestion of 
food with chronic symptoms (Trevino, Lawlor). 

To complicate this picture further, the initial ingestion of the allergic foods often 
results in a stimulatory reaction in which the patient 'feels better," When the 
stimulatory phase abates, the undesirable symptomatology returns and the patient, 
remembering the "high," then eats the food again. In essence, he becomes 
addicted to the very substance that is causing his problem. Once the patient is 
"addicted" to a particular food, he will satisfy his craving by frequent consumption 
of the food in Various forms in an attempt to alleviate the symptoms of withdrawal. 

If the food is eliminated entirely, the patient may suffer withdrawal symptoms over 
a period of 3 to 5 days. At the end of this stage, it is postulated that total 
withdrawal of the food antigen leaves a significant level of uncomplexed IgG. If the 
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food is again consumed, there will be a clearly definable reaction (Trevino). 

To summarize, when a patient is frequently exposed to the food incitant, the 
phenomenon of adaptation or masking occurs. The patient does not feel well but 
cannot discern what triggers are causing his or her symptoms. When repeatedly 
exposed to the same or chemically similar food, spreading also occurs— the 
development of new allergies, each with a varying reaction. When food incitants 
are removed for a period of time, deadaptation or unmasking occurs and it is easier 
for the patient to recognize food triggers. When foods are eaten infrequently, the 
rate of development of new allergies declines sharply. 

It is for the above reasons that we wish to utilize an elimination/rotary diversified 
diet which is therapeutic, preventive and diagnostic (Boyles). We can expect that 
the regulated diet of our program will (1) detect new food sensitivities, (2) prevent 
new reactions from occurring, and (3) give the patients a nutritionally dense core of 
safe foods before they leave the program (Rao, Boyles, Sampson 1986,1988, Rea 
1979, Pastorello). 


In a rotation diet, the same food item is not eaten more often than once every four 
days. Different foods within the same food family may be consumed every other 
day. For example, if using the grass family on Monday, wheat will be eaten on 
Monday and Friday and oats may be eaten on Wednesday. Ready prepared, 
processed foods with artificial colors, flavors and preservatives, foods with many 
ingredients, and canned foods with contain residues, are avoided. Utilized foods 
are fresh or frozen. Less chemically contaminated foods, preferably organic, are 
preferred. Spring water in glass containers is utilized for drinking and cooking. 
Meals are spaced 3 to 4 hours apart, and food portions are not restricted (Maynard, 
Rockwell). 

Food rotation itself, however, may not be sufficient to effect an impressive 
improvement in symptoms. Recently, 62 patients with MCS at the Breakspear 
Hospital in England under the direction of Doctors Monro and Christopher Heard 
(Bland) were found to have defects in their liver sulfation pathways. They were 
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given a tailored nutrition intervention program with the result that 75% of the 
patients had an improved liver sulfation pathway and a simultaneous decline in 
symptomatology of MCS. 

The liver is an extremely complex body organ. One of its major functions is 
detoxification, which allows for safe excretion of offending substances. The liver 
converts endo and exotoxins to byproducts which are excretable in urine. In an 
interesting experiment (Bland), patients with no abnormalities in the usual liver 
function tests were divided into two groups. The test group received an 
oligoantigenic diet (allergen-free), which contained minerals and nutrients 
supportive of upregulation of hepatic detoxification. The placebo control diet was 
similar in all respects to the test diet with the exception that it contained only the 
RDA levels of all vitamins and minerals. The participants stayed on their respective 
diets for 21 days. A metabolic questionnaire which has been derived from the 
Cornell Medical Index (Bland), was given to both groups. Phase 1 , liver 
detoxification, was tested by caffeine clearance, and Phase 2 by the ability of the 
liver to convert sodium benzoate to hippurate for excretion. Before eating the test 
meal, both groups had similar test results. After intervention, however, there was a 
statistically significant difference in Phase 1 and Phase 2 systems with enhanced 
Cytocrome P450 activity in the test diet group and a concomitant decrease in 
chronic symptoms and health complaints. Bland has concluded that individuals 
with very low P450 activity are those whose physiologies are most sensitive to 
environmental exposures and are also those who have the greatest number of 
chronic symptoms as measured by the metabolic screening questionnaire. 

Given these findings, we will use an intervention diet in our program which will 
include oligoantigenic components such as white rice protein concentrate, an 
energy-efficient source of dietary fat such as medium chain triglycerides, an easily 
digested carbohydrate with a low fermentation sensitivity as in high molecular 
weight dextrins along with specific upregulation nutrients such as zinc, copper, 
manganese, molybdenum, iron, B vitamins, L-cysteine, glutathione, N-acetyl 
cysteine, tocopherol, carotene, and ascorbate. To this hypoallergenic liquid we will 
add foods in a monorotation. Hopefully, this schema will allow elimination of 
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offendini; allergens and improve the conjugation ability of the liver, thereby 
preventing the production of secondary toxins, and result in fewer complaints on 
the metabolic screening questionnaire (Rigden). 

in the first weeks of the program, foods with known high allergenicity will be 
eliminated. This includes dairy products, beef, pork, veal, nuts and those foods 
containing gluten fwheat, oats, rye, et al.). In addition, all alcohol-containing 
products and caffeine-containing beverages will be excluded. Acceptable foods 
will include chicken, turkey, lamb, legumes, cold-water fish such as salmon, halibut 
and mackerel, fruits and vegetables. 

A careful dietary history is essential for the detection of food allergens which should 
be eliminated from the onset and also for the detection of symptomatology 
resulting from food triggers. If a patient suffers symptomatology after any meal, the 
offending food will be eliminated and another food substituted. A food diary (see 
Appendix D.) completed after each meal, will be Implemented to detect 
symptomatology during all phases of the program (Rockw&ll). 
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Example of the Northampton VA Medical Center Rotation Diet: 
Three glasses of oligoantigenic liquid 



BREAKFAST 

LUNCH 

SUPPER 

SNACK 

DAY 1 

Acorn Squash 

Halibut 

Tuna 

Raisins 

DAY 2 

Banana 

Lamb 

Chicken 

Pear 

DAY 3 

Butternut 

Squash 

Turkey 

Sole 

Figs 

DAY 4 

Carbanzo 

Beans 

Potato 

Cornish Hen 

Pineapple 
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Three Glasses <rf OligoantiRenic Liquid per day 



BREAKFAST 

LUNCH 

SUPPER 


DAY 1 

Acorn Squash 

Grapefruit 

Halibut 

Turnip Greens 

Tuna 

Broccoli 

Cantaloupe 

Raisins 

DAY 2 

Banana 

Sweet Potato 

Lamb 

Pears 

Chicken 

Green Beans 

Avocado 

Prunes 

DAY 3 

Butternut 

Squash 

Brussels 

Sprouts 

Turkey 

Lettuce 

Sole 

Zucchini 

Figs 

Oranges 

DAY'S 

Carbanzo 

Beans 

Apple 

Potato 

Tomato 

Cornish Hen 

Green Peas 

Strawberry 

Pineapple 


At the end of 2 rotations, patients will have consumed 32 different ioods in a 
controlled manner. 

The di^iiian will measure body composition before and after tieament. check weight weekly, 
and eiBUte meals are oompleldy nutritious. The dietitian will construct a detailed diet manurd 
which will be approved by Mrs. Barbara Maynard, a highly expeiienced tielitian and author of 
the bode Rotation^ Bon Aooetit Our plan is to adapt the current VAMC Northampton 
diet, which is nutritious and diversified, to this plan. This will minimize added 
expense and maximize the ability of other similar future VA programs to utilize a 
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rotation diet successfully. A specially trained dietitian with a knowledge of food 
families will oversee this aspect of care. 

Any vitamin or other nutritional supplements will be specially formulated for those 
with allergies, will not contain diluents, preservatives or chemical additives, and will be 
free of plant and animal alle. ens. At the Dallas Environmental Health Center, vitamin 
and mineral levels are regularly measured and supplemented as needed (Johnson, 
1989). Galland reported on several nutritional abnormalities, including excretion of 
essential amino acids, decreased erythrocyte superoxide dismutase activity, among 
others, and reported that supplements with antioxidants including selenium, copper, 
zinc, sulfur containing amino acids did produce major clinical improvement in 
chemically sensitive patients. Research on humans has supported the use of 
antioxidants such as vitamin A, C, E and selenium as protectors against certain 
pollutants (Calabrese). 

3) Psychological Support: 

We have found psychiatric conditions common in veterans of the Persian Gulf which 
are similar to those described in MCS (Bell 1993). Studies suggest that affective 
disorders such as depression, anxiety disorders such as panic and phobias, may be 
common in this subset of patients. The symptoms of low-level chemical exposure 
may Include depression, difficulty concentrating, anxiety, peculiar bodily sensations, 
headache, and other subjective symptoms. Patients feel as though they cannot trust 
their own bodies or feelings, for at one moment they might feel fine, making plans or 
appointments. Then, perhaps the next day or even on the very same day, they may 
feel headachy, sleepy, lethargic, and suddenly they are unable to fulfill the plans they 
made when they felt energetic. A trip down the soap aisle in the supermarket may 
result in agitation with accompanying outbursts. The patient may complain of 
lethargy and depression followed by feeling 'wired up' ( Shayevitz, 1990). These ups 
and downs are frequently interpreted by jAysicians and even patients as responses to 
psychosocial stresses. However, patients who have been treated in an environmental 
unit ofte(i find that there is a direct, clear, cause-and-effect relationship between 
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their symptoms, foods and chemicals. 

Psychiatric dia;;noses are not etioloRical explanations for environmental illness, they 
are simply labels for a set of symptoms. Additional conditions in these patients, such 
as borderline antisocial personality disorders, can definitely complicate treatment as 
well as increase the risk of concomitant substance abuse problems. (Bell 1993). 

Nondrop therapies done by specially trained psychologists and psychiatrists of the 
cognitive behavioral/guided imagery type can be effective in patients with MCS 
(Didriksen, Haller). It must be remembered that finding an effective psychological 
therapy does not prove that the illness is psychogenic. Concomitant co-morbidity such 
as PTSD may require individualized help (Bell,1 993). 

The primary purpose of our treatment is the development of techniques to improve 
self-control, sense of competence, and autonomy, the feeling of healing from within 
and the development in the patient of preparatory skills for dealing with the myriad of 
distressing situations which have already happened and which, in fact, may occur in 
the future (Baldwin). The use of guided imagery and cognitive therapy as a 
therapeutic approach will begin with an emphasis on the achievement of relaxation 
through relaxation response and meditation. Relaxation and meditation provide the 
psychological setting for the establishment of conditions conducive to imagery and 
control of thought processes. With the use of positive imagery and cognitive therapy 
and the shift away from recurring frightening themes, there is a likelihood that the 
patient can increasingly master his emotional, social, and physical problems. This will 
provide him with an important new asset that will increase his sense of being in 
charge as opposed to being buffeted by a host of physical and emotional reactions 
(Singer). 

We want our patients to feel they can have a rich and full life with many interesting 
ways of viewing things and a 'can-do" philosophy. We want them to perceive they 
are in control from within, will have a comfortable sense of direction from inside, will 
not feel overwhelmed, victimized, resentful, or suffering from the necessity to retreat. 
The veteran will once again be able to take and accept risks so necessary for personal 
development. Our aim, then, will be to have the patient re-establish an optimistic 
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outlook, reinforce a positive self image and be able to handle setbacks, failures and 
frustrations. (Beck 1976, Singer 1974, Burns 1980, Baldwin 1985, Didriksen, Bell 
1993, Ashford, Rigden, Simon). 


The primary criteria for the employment of the Psychologist and Psychiatrist will be 
expertise in ct^nitive therapy and guided imagery. The Psycholr^ist and Psychiatrist 
will be responsible for the development of the treatment manual. 

Steven McDermott, M.D., Director of the Cognitive Therapy and Research Program at 
Massachusetts General Hospital and Director of Cognitive Therapy at Westwood 
Lodge Hospital, has agreed to join the evaluation team. His duties will include: 


(1 ) Interview potential candidates and sign off on their retention as the Program 
Psychiatrist and Psychologist. 


(2) Supervise the Program Psychologist and Psychiatrist in the development of the 
treatment manual and sign off when completed satisfactorily. 


(3) Rate taped sessions submitted to him on a random basis, using the rating scale 
developed by the National Irwitute of Mental Health for Cognitive Therapy. 


(4) On Site teaching and consultation as required. 


Rorry Zahourek, MS, RN, CS. Assistant Clinical Professor, University of Massachusetts 
School of Nursing and author of Relaxation and I mageiy; Tools d Therapeutic Communication 
and Intervention (Saunders, 1988), has also agreed to join the team. Ms. Zahourek is an 
acknowledged expert in Guided Imagery, recognized as a teacher, therapist and 
consultant. She will act as consultant and program planner for Guided imagery and: 
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(1) Interview potential candidates and co-sign Dr. McDermott's appraisal. 


(2) Sign off on the treatment manual as regards guided imagery and help in its 
development. 


(3) Rate randomly recorded case sessions. 


(4) Provide on-site teaching and consultation as required. 


These measures will result in a detailed treatment plan so that all patients will receive 
consistent psychological support by experts and will ensure that quality control is 
sustained through careful monitoring of these sessions. 


4. Education 

Patients with chemical sensitivities feel assaulted by the most common and mundane 
of items- a new car interior, fragrance emanating from the person silting next to them 
in a movie, a new coat of paint, a freshly waxed store floor, deodorant in the rest 
room. Frightened and wounded, they retreat into social isolation. A vicious cycle 
ensues, for the less they do, the less they can do. Ignorant of self protection 
techniques, forays out of this isolation result in further damage and indeed some 
sufferers live their lives in porcelain lined dwellings. 

From the first day of admission to the EHU at Northampton, the emphasis will be on 
the relief of symptoms and the permanent return to pre-illness functioning. The 
patient will enter into an active partnership with the treatment team in an intense 
program of education to prepare them for discharge ( Colos & O'Shea, 1987). Upon 
entering the unit, the patient will be given an audio tape with accompanying printed 
material. This tape will describe MCS and introduce all the key concepts. The patient 
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will be able to listen as frequently as he/she wishes. A series of lectures will be 
presented over the course of the thirty day stay covering the following subjects; 

(a) Topics covered in the educational program: 

(1) Understanding the effect of chemicals on the body ; Important principles: 
Total body load (burden), adaptation (masking), bipolarity, biochemical 
individuality, spreading phenomenon and switch phenomenon, a strategy for 
treatment of exposures and relapses (Ashford, Rea 1992). 

(2) Controlling exposures in the home . 

(i) Knowing about the Fair Housing Act, knowing how to list needed 
accommodations in writing for house manager or owner. Controlling pesticides, 
no snrioking policies, nontoxic cleaning agents, ‘petrochemical air fresheners,' 
petrochemical products used for repair, maintenance, construction or 
remodeling, exhaust from heating systems and appliances that use natural gas, oil 
or wood, keeping the house free of dust (Bower, Rousseau, Gorman, Dadd, Colos 
1992). 

(ii) Controlling exposures in the bedroom: Making the bedroom oasis, learning 
about toxic furniture, including mattresses, foam pillows, buying new linens, 
washing bed linens (Colos 1992). 

(iii) Improving air quality at home. Home and room filters, respirators and 
masks, reading boxes, ventilation, materials, storage, garage (Rousseau). Furniture, 
cleaning chemicals, house paints, removing dust and molds, non-toxic pet control. 

(iv) Improving water quality (Rousseau, Bower). 

(v) Controlling exposures in medical care and medications (Ziem 1994). 

(vi) Controlling neighborhood pesticide exposure (Ziem 1994). 

(vii) Do you need to move to another dwelling (Shayevitz 1991 )? 

(3) Going to Work: 

Improving air quality. 
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Understanding the Americans with Disabilities Act, reasonable accommodations, 
e.g., special filtering devices, no smoking policies, special parking area away from 
fumes, nontoxic cleaning products, nontoxic construction products, the 
elimination of air fresheners, other environmental controls. Reading material: 
The ADA Handbook, The Rehabilitation Act of 1973, literature from the New 
England Center for Environmental Health Strategies, the government ADA 
hotline, and technical assistance line. 

(4) Travel and Leisure : Creative but nontoxic projects and leisure activities . Car 
filters. Venturing out into the community safely (Shayevitz 1991, Ziem 1994). 

(5) Networking : Publications and national organizations, information on 
chemicals, pesticides and product safety, support groups (Lamielle, Dadd). 

(6) Nutritiori : 

(i) The mechanism of food allergy, food addiction, withdrawal, and repetitious 
eating. 

(ii) Home testing of foods. 

(iii) The rotary diversified diet. 

(iv) Food families, cooking methods, recipes, and substitutions. 

<v) Sources and supplements. 

(vi) Reading food labels. 

fvii) Understanding commercial preparation and packaging methods. 

(viii) The healthy core shopping list (Ckrios, Rogers, Rockwell, Lamielle). 

(7) Conservation of Energy : For persona) hygiene, in the kitchen, housecleaning, 
shopping, washing clothes, daily activities (Shayevilz 1991). 

(8) : Exercise : cardiopulmonary conditioning, suggested training program, 
understanding the fit principle, training sensitive zone, exercise prescription 
(Shayevitz, 1991, McArdle, Katch). 



(91 Emotion : Learning about oneself, interpreting what one has learned, acting on 
discoveries, knowing when to seek help (Baldwin, Beck, Singer). 

Each lecture wilt be accompanied by written material so that by the time of 
discharge, the patient will have a virtual textbook of information which has been 
individualized for him/her. 

Our education program will take the patients into the community on guided trips 
during the 4th week of the program where they can learn how to enfoy 
themselves while avoiding incitants. Damaging exposures however, are inevitable, 
but our patients will know exactly what to do to mitigate symptoms. 

in every aspect of our treatment plan, from avoidance techniques to the zealous 
pursuit of happiness, the patient will be given his own individualized self- directed 
plan. At a minimum, at discharge from the unit the patient will (1) understand his 
individual avoidance regimen, (2) know how to work and spend leisure time safely, 
(3) understand proper diet, and (4) follow prescribed exercise plan safely. A thirty 
day treatment plan is just a start for these patients who have been ill for 4 years, 
but our aim will be to ' propel" the patient into momentum for getting well 
rather than ever retreating into a porcelain village . (Ziem, 1994,1991, Rea 1992, 
Rogers, Dadd, Randolph et al., Gorman, Colos, 1992, 1987, Samet) 


S. Exercise /Sauna program: 

A significant number of toxic chemicals are lipid or fat soluble and tend to 
bioaccumulate, particularly in the fatty tissues throughout the body. This is a 
significant point, for once these types of chemicals enter the body's fat stores they 
are not easily removed by natural physiological mechanisms. In fact, establishment 
of a normal body weight will be important in this program. Studies of 
organohalide .levels in adipose tissue have shown that over 90%, and in some cases 
even 100% of the sample collected, had detectable levels of DOT, dieldrin, 
apatichlor, apoxide and PC6 (Root). In 1973, PPB, a fire retardant, was substituted 
for cattle feed supplement in the state of Michigan, contaminating milk and meat. 
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In 1978, 97% of 1,D00 individuals tested in Michigan had detectable PPBs in their 
adipose tissues and several studies have estimated that these residents may in fact 
bear a toxic burden throughout their lifetime {Wolff, 1979, 1982 ). 

The exercise sauna treatment developed by Hubbard (Ashford) has been shown to 
reduce chemical burdens in humans.. The sauna program consists of forced 
sweating at 140 degrees Fahrenheit immediately following physical exercise. We 
will begin with 10 minutes, excusing the veteran promptly if any discomfort or 
dizziness occurs. We will gradually increase the sessions by 2 minutes at a time 
until we reach a maximum of 30 minutes per sauna session. There will be 5 to 6 
sauna days per week. There will be careful attention paid to pre- and post-sauna 
weight, blood pressure, temperature and pulse. Minerals and fluids will be added 
to replace those lost by sweating. Ten to fifteen per cent of toxic materials 
excreted through the body will be present in sebaceous sweat. 

In a study by Root presented at the Proceedings of the National Conference on 
Hazardous Wastes and Environmental Emergencies, IS symptoms of a chemically 
exposed population, which appear to be identical to those of the Persian Gulf 
veterans, including rash, weakness, incoordination, fatigue, nervousness, 
headaches, joint , muscle pain and abdominal pain, were compared with those of 
a healthy population. In general, the symptoms were approximately 2 to 4 times 
more common in the chemically exposed population. After treatment in the 
exercise sauna programs, symptoms significantly improved (Root, Ziem 1994, 
Ashford). 

A principle component of the exercise training will be aerobics. This will result in 
an increase in trained muscles' capacity to mobilize and oxidize fat. Aerobic 
exercise increases the activity of fat mobilizing enzymes. At any submaximat work 
rate a trained person uses more free fatty acids for energy than his untrained 
counterpart. Aerobic exercise also contributes to other advantages in stroke 
volume, cardiac output, oxygen extraction, heart rate during exercise and 
respiratory function. Exercise produces endorphins which improve mood and 
exercise means strength and self empowerment. 
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Another component of our training program will be that trf strength training 
(anaerobic exercise). Both men and women often lack sufficient strength to 
successfully perform aaivities which will greatly enhance their life after leaving the 
program such as tennis, golf, skiing and dancing. Appropriate forms of muscular 
overload activity improves muscular strength and also has a favorable effect on 
body composition (Katch). 

Each patient will receive an exercise prescription based on working at 70-85% of 
the maximal heart rate, which will be estimated at 220 minus the age and is called' 
the Training Sensitive Zone (TSZ). Time in the training zone will vary for each 
participant according to their individual fitness level, with the ultimate goal to be 
able to work at this level for 30 minutes. The higher levels of Training Sensitive 
Zone will be utilized in the aerobic portions of the program. In the anaerobic 
portion, or circuit training, veterans may find it more comfortable to work at the 
lower end of the TSZ, approximately 60-75% of max. 

A key team member will be a trained exercise scientist whose credentials are 
approved by Professor Frank Katch of the University of Massachusetts Exercise 
Science Department. Dr. Katch has agreed to join the team as consultant in the 
writing of a detailed manual and to ensure quality control he will monitor random 
sessions and provide patient and staff education.. The exercise scientist will initiate 
a program of circuit weight training. Circuiting modifies the standard approach to 
strength training, de-emphasizing heavy local muscle overload in order to provide 
a more general total bodily conditioning. This can be expected to improve body 
composition, muscular strength, and endurance. In a circuit program a person lifts 
a weight that is 40-55% of his or her maximum strength. It is then lifted as many 
times as possible for 30 seconds. After an individually determined rest period, the 
participant moves to the next weightlifting station until the circuit is completed. 
Four exercise stations will be utilized and the circuit will be repeated several times 
to eventually allow for 20-30 minutes of continuous exercise. As strength 
increases, the weight in each station will be increased and the rest periods 
decreased. A circuit program will be carried on every other day or equivalent 
throughout the 30-day stay. Light free weight lifting will also be utilized. 
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The second component of this program will be that of interval training. This will 
include an aerobic program with repeated exercise bouts with rest or relief 
intervals varying from several minutes to several seconds as the program progresses. 
The prescription will be modified in terms of intensity and duration of exercise 
interval, the length and type of relief interval and the number of work intervals, 
repetition blocks or sets per workout to meet the specific requirements and 
individual fitness levels of these veterans. Interval training produces high intensity 
intermittent exercise for a relatively long period. For example, few people can run 
at a 4-minute mile pace for longer than a few minutes. However, if running 
intervals are limited to only 15-30 seconds, followed by rest intervals, the patient is 
able to accomplish a significant amount of high intensity exercise with proper 
spacing of rest and work intervals. This allows a significant aerobic exercise 
without an appreciable buildup of lactic acid, thus reducing fatigue. Recovery 
takes place more quickly (Katch). 

Patients will also be introduced to simple aerobic techniques using running in 
place, moving to music, and jumping rope. Continuous training involving steady- 
paced exercise performed at moderate levels for sustained periods of time will be 
employed, but of sufficient energy intensity to ensure physiological improvements 
and mobilization of fat. This continuous exercise training will be submaximum and 
will be able to be engaged in for considerable time in relative comfort 7 days a 
week over the 30-day period and wilt be ideal for use in the postdischarge phase 
of treatment. 

Each facet of the exercise program will contain the following components: 

1 . A warm-up walk and gentle movement phase lasting 5 minutes. 

2. Stretching and flexibility exercises, to include gastrocnemius stretching, Achilles 
tendon stretching, quadriceps stretch, side stretch, and total body stretch. 

3. Warm-up.- Veterans will exercise beginning at a very low level, gradually 
increasing the pulse rate to that just below each individual TSZ over the next 7 
minutes. 
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4. Training Sensitive Zone time. The effort will be increased and the heart rate 
will be brought into the prescribed range. This time will vary according to the 
individual's fitness. Veterans will be allowed to exercise only to the point of feeling 
they have worked but are not exhausted, that they feel elated and not depressed, 
sore, or stiff. They may not exercise over that point at which they cannot say four 
words without taking a breath or at which they feel chest pain, dizziness or anxiety. 
If possible, for each individual, time in the TSZ will be increased to 30 minutes. 

5. Cool-down. This is a time to allow heart, lungs and muscles to recover 
gradually. It is an opportunity for the large pool of blood that will now be located 
in the extremities to be redistributed back to the central part of the body. In this 
phase the participants will gradually return to the warm-up walk rate over a period 
of 5-10 minutes. At the completion of the cool-down the pulse should be below 
1 20 or back to resting level. 

6. Post-cool-down stretching and flexibility. The object of this phase will be to 
relieve the increased contraction of muscles which occurs during strenuous 
exercise and decrease the number of post-exercise aches and pains, as well as 
contribute further to overall suppleness and flexibility. All stretching flexibility 
exercises are repeated at this point. 10 min. 

The exercise might be divided as follows; 

Days 1, 3 and 5; Moderately low-level aerobics with circuit training. 

Days 2, 4 and 6: High-level aerobics with interval training. 

Day 7: Low-level aerobics, light free weight lifting. 


6. An Example of a Daily schedule: 

Dressed, washed and have eaten breakfast by 8:00. 8:15 - 9:15, rounds. 
Nine-fifteen to 1 1:00, exercise/sauna therapy. 

Stress management, 11:30-12:30 
Lunch and rest period, 12:30-1:30 
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l;30-2;15, Education. 

2:15-4:30, Cognitive group/individual therapy. 

Supper, 5:00 

6:00, evening program: study course material, take tests, reading assignments and 
prepare reports, social interaction, recreational activities. 

10:00, lights out 
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Weekend program 
Occupational therapy, 9:00-10:00 
Exercise/sauna program, 10:00-11:30 
11:30-12:15, Education ~ Review of week's lectures 
Lunch 

1:00-3:00, games: backgammon, bridge teacher, bridge, chess 
meditation, reflection, prayer with hospital chaplain 
5:00, Supper 

Evening, entertaining movies, complete studies for the next week's educational 
program 

III. Personnel 

The interdisciplinary team is key to the success of this treatment program. 
Members of the team will include not only the Psychologist, Psychiatrist, Medical 
Director, Social Worker, Exercise Scientist, Nurses, Nurse Practitioner, but also 
the Janitors, Dietitian, Food Service Workers, Engineers, Pharmacist, Respiratory 
Therapist, and Laundry Workers. It is imperative that each member of the team 
be given the specific education necessary to his/her part of this program. The 
team must remain as permanent as possible. The Program Director will be 
responsible for training of all team members, for the choosing of each individual 
team member in concert with the Chief of Medicine and the Chief of Staff and 
all members will be detailed to the medical service under a matrix design. Usage 
of the Matrix Management Method will ensure that all team members are 
responsible to one person and that they will not be removed from the 
Environmental Unit, thus necessitating retraining of personnel , diminishing the 
time spent in patient care. Adverse effects in patients resulting from 
contamination of the air, food or water will invalidate the research. It is 
therefore imperative that the Program Director be in control of all aspects of 
patient environment and treatmeirt. Team members must be non-smokers and 
refrain from wearing scented toiletries. Their uniforms and clothes must be 
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washed in the identical manner to that of the patients. Staff who cannot comply 
with this contract will not be eligible for iiiterdisciplinary team membership. 

The program director will further be responsible for the necessary thorough 
environmental history and the development of any individualized aspects of the 
treatment program. She will guide the patient through the gamut of reactions 
which may occur during treatment, aid in the recc^nition of environmental 
hazards unique to each patient and prescribe the necessary environmental 
controls and nutritional support. The program director will be responsible for the 
operation of the outpatient program to ensure continuity of care and patient 
follow-up. 

The nurse practitioner will assist the Program Director, wi'l help to see in and out 
patients, and also coordinate the education program. 

The social worker will play an active role in group, individual and family therapy, 
will help secure safe housing and workplace accommodations for the patient and 
follow the patients in the post-hospitalization phase of treatment to ensure 
proper follow-up. 

The psychologist and psychiatrist will provide individual, group and family therapy, 
and contribute to continuity of care by providing therapy on an outpatient basis 
both for individuals and for groups. 

The nutritionist will oversee all aspects of the diet and will participate in the 
patient education program. She will devise food substitutions when allergies 
occur using her knowledge of food families ; she will collate the diet diaries. 

The nurses will provide the constant supervision required to detect reactions in 
their earliest phases. 

The secretary will enter all data collected on the computer. 

The team chaplain will hold regular sessions using prayers, readings, meditations, 
reflections and music. 


Vocational Rehabilitation referrals will be made as required. 
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iV. Post Hospital Treatment: 

The program director, nutritionist, exercise therapist, psychiatrist, social worker and 
psychologist will hold outpatient office hours once weekly for follow up care. Patients 
will be seen in groups the size determined by the current patient census. For those 
patients unable to come to the medical center, telephone interviews will be held. 

Post treatment schedule: Visits at one, three, six, nine and 12 months. 

There will also be a bi-monthly support group run by the Psychologist and a similar 
group run by the team social worker. 

There will be regularly scheduled supervised outpatient exercise training sessions. 

Psychological and physiological outpatient testing will occur according to the schedule 
outlined in the Evaluation Protocol. 

The social worker will provide a valuable link with other VAMC'S, help to secure safe 
work accommodations and link with the families. 
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Appendix A 

Instructions for the Screening Team 
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instructions for screening team 

check the application for admission. This application is divided into S sections 
printed in bold and labeled 1 to 5. It is expected that all 'Yes" answers will be given 
confirming presence in the Persian Gulf, a metabolic screen score of 30 to 160 points 
and at 1 symptom with a ranking of 3 or 4 in at least 2 categories, 1 or more chemical 
exposures in the Gulf, recognition of 2 or more environmental triggers, and a 
completed informed consent. If all answers are "Yes," proceed with B. 

B. Check the physician's summary on the back of Part V, Defined Data Base, Physical 
Examination, VA Form 10-7978e. 

We would expect in this section the physician will check all "No" answers to such 
questions as: the temperature is over 100; blood pressure over 150/90; significantly 
enlarged glands in neck or elsewhere in the body; enlarged liver; enlarged spleen; 
abnormal mass anywhere in the body; red, hot, tender or swollen joints; deformity or 
condition which would exclude participation in an exercise program or exclude 
diagnosis of MCS. The laboratory/radiology summary should have all "No” answers. 


There is one exception. It will not matter whether the physician answers "Yes" or 
"No" to the question regarding the sinus series.. 

Look at the scoring sheet labeled “Profile of an Eligible Patient." All accepted 
patients will have this profile. 


APPLICATION FOR ADMISSION 

A. Please check sections 11-5) on the application for admission.. There will be five 
sections. In order to be eligible for acceptance, the answer must be "Yes" in all 
sections. 

Section 1. Presence in Persian Gulf era confirmed. Yes No 

Section 2. Metabolic Screen; Does the candidate score 30-160 points 
■ score of 3-4 in at least 2 categories ,._Yes No 
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Section 3. Gulf exposure history; Does the appNcant answer yes to any of the 

identified exposures? Confirm one or more Yes No 

Section 4. Other environmental questions: Does the applicant answer yes to one or 

more exposures? Yes No 

Section 5. Treatment Program (Informed Consent); All eligible candidates must 
initial each line of the identified conditions of treatment Yes No 

Check Physician's Summary on the back of Form 10-7978e. 

B. Physical Examination: All answers for eligible candidates will be "No" 

• Fever? Yes No 

• Blood pressure > 150/90 Yes No 

• Significantly enlarged lymph glands in neck or elsewhere in the body 

Yes No 

• Enlarged liver Yes No 

• Enlarged spleen Yes No 

• Mass anywhere in body Yes No 

• Red hot tender or swollen joints Yes No 

Check Physician's Summary on the back of Form 1-7978e. 

C. Laboratory/Radiology Findings: All answers for eligible candidates will be "No" 

• Sed rate > 20 mm Yes No 

• WBC > 12,000 , HCB < 12 gr, _ Yes No 

• Elevated Liver Enzymes Yes No 

• Billirubin over 2 Yes No 

• Stools positive for Ova and Parasites Yes No 

• EKC consistent with myocardial ischemia or infarct Yes No 

• Positive biopsy for Leischmaniasis Yes No 

• Elevated TSH, T3, T4, FTI. or low T3, T4, FTI _ Yes No 

• More than 1 plus protein in the urine Yes No 

• Fasting blood sugar > 120 Yes No 

• Elevated BUN or creatinine Yes No 

• CT of brain shows mass (patient describes headaches) Yes No 

• Sinus series is abnormal (patient describes headaches) Yes No 

• Abnormal chest X-ray Yes No 



Profile of an Eligible Patient 


. AoDlication for Admission: All answers for accented candidates will be ‘ 
Check only sections in bold print (1-5). 

'Yes" 

Presence in Persian Gulf era confirmed. (1.) 

X Yes 

No 

Metabolic Screen: Score 30-160 points (2) 

X Yes 

No 

Symptoms coincide with those positive on MSQ and/or Chief Complaint 



X Yes 

No 

Gulf exposure history:? Confirm one or more (3.) 

X Yes 

No 

Other environmental questions: confirm one or more (4.) 

X Yes 

No 

Patient Contract. (5) All lines initialed 

X Yes 

No 

!. Physical Examination: All answers for eUgible candidates will be "No" 


Fever 

Yes 

X No 

Blood pressure > 150/90 

Yes 

JLNO 

Enlarged lymph glands in neck or elsewhere in the body 

_ Yes 

X No 

Enlarged liver 

_Ves 

X No 

Enlarged spleen 

— Yes 

X No 

Mass anywhere in body 

— Yes 

X No 

Red hot tender or swollen joints 

— Ves 

X No 

i. Laboratory/Radiology Findings: All answers for eligible candidates will be "No"* 

Sed rate > 20 mm 

— Yes 

X No 

WBC > 12,000 , HGB < 12 gr. 

— Yes 

X No 

Elevated Liver Enzymes 

_ Yes 

X No 

Billirubin over 2 

_ Yes 

X No 

Stools positive for Ova and Parasites 

— Yes 

X No 

EKG consistent with myocardial ischemia or infarct 

— Yes 

X No 

Positive biopsy for Leischmaniasis if done 

— Yes 

X No 

Elevated TSH, T3, T4, FTI. or low T3, T4, FTI 

— Yes 

X No 

More than 1 plus protein in the urine 

— Yes 

X No 

Fasting blood sugar > 120 

_ Yes 

X No 

Elevated BUN or creatinine 

_Yes 

X No 

CT scan of brain, if done, shows mass 

— Yes 

JLNO 



Chest X-ray is abnormal 

Sinus series normal or abnormal OK 
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PERSIAN GULF LABORATORY WORK 

1. CBC 

2. T and B lymphocytes, helper/suppressor ratio, natural killer cells 

3. Sed rate 

4. Antinuclear antibody 

5. Serum immunoglobulin IgC , Ig E, IgM, IgA 

6. Liver profile, Serum GCT 

7. Stool for ova and parasites (3) 

8. Eosinophil count 

9. Urinalysis 

10. Serum B1 2 and folate 

11. T3, T4, TSH 

12. Hepatitis screening tests For A B And C 

1 3. Electrolytes, fasting blood sugar,Magnesium, Calcium, Phosphorous 

4. BUN creatinine 

5. Stool for occult blood, WBC 

6. Rheumatoid factor 



Appendix. B. 


Application for Admission. 
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APPLICATION FOR ADMISSION 

1 . Are you a Persian Gulf Era Veteran? 

From: Month Year To: Month Year 

When did you first become ill? Month Year 

Are you ill now? Y N 

2 . Metabolic Screening; 

Chief complaint (single worst symptom): 


List four other complaints (symptoms) in order of severity; 

1 2 . 

3 . 4 . 


Rate each of the following symptoms based upon your health for the past 30 days: 


Point Scale: 0 = never or almost never have the symptom 

1 = occasionally have it, effect is not severe 

2 ° occasionally have it, effect is severe 

3 » frequently have it, effect is not severe 

4 = frequently have it, effect is severe 


Digestive: Nausea or vomiting Diarrhea 

Constipation Bloated feeling 

Belching, passing gas Heartburn 

TOTAL 


Ears: Itchy ears Earaches, ear infection 

Drainage from ear Ringing in ears, hearing loss 

TOTAL 
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Emotions: Mood swings Anxiety, fear, nervous 

Anger, irritability Depression 

TOTAL 


Energy/Activity: Fatigue, sluggishness Apathy, lethargy 

Hyperactivity Restlessness 

TOTAL 


Eyes: 

eyelids 


Head: 


Lungs: 


_ Watery, itchy eyes Swollen, reddened or sticky 

. Dark circles under eyes Blurred/tunnel vision 

TOTAL 

Headaches Faintness 

Dizziness Insomnia 

TOTAL 

. Chest congestion Asthma, bronchitis 

_ Shortness of breath Difficulty breathing 

TOTAL 


Mind: 


Poor memory 
Poor concentration 
Difficulty making 
decisions 

Learning disabilities 


. Confusion 
Poor coordination 
_ Stuttering, stammering 
Slurred speech 
TOTAL 


Mouth/Throat: 


Chronic coughing Gagging, frequent need to clear 

. Sore throat, hoarse throat 

_ Swollen or discolored Canker sores 

tongue, gums, lips TOTAL 


Nose: Stuffy nose Sinus problems 

Hay fever Sneezing attacks 

Excessive mucous TOTAL 


Skin: 


Acne Hives, rashes, dry skin 

Hair loss Flushing or flashes 
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Excessive sweating TOTAL 

Heart: Skipped heartbeats Rapid heartbeats 

Chest' pain TOTAL 

(oints/Muscles; Pain or aches in joints Arthritis 

Stifthess, limited Pain, aches in muscles 

movement Feeling of weakness or tiredness 

TOTAL 

Weight; Binge eating/drinking Craving certain foods 

Overweight Compulsive eating 

Water retention Underweight 

TOTAL 

Other: Frequent illness Frequent or urgent urination 

Genital itch, discharge TOTAL 

GRAND TOTAL 

Add up the numbers to arrive at a total for each section, then add the totals for each 
section to arrive at the grand total. 


3 . GULF EXPOSURE HISTORY 


Were you exposed to oil, smoke, products of combustion, pesticides or other 
fumes: Daily Weekly Monthly Rarely 

Yes No Kerosene heaters fueled with diesel (or Mogas blend) in sleeping or 

work tent/bldg. 

Daily Weekly Monthly Rarely 

Yes No Diesel portable field heater that fumed and smoked in sieeping or work 

tent. 

Daily Weekly Monthly Rarely 
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Yes No Admin. BidK/tent heated with Herman Nelson heater 

Daily Weekly Monthly^ Rarely 


Yes No Fuel spills and sprays on hands, arms, body or 

hands in diesel to clean parts. 

Daily Weekly Monthly Rarely 


Yes No Clothing areas were oily from oil well fire and smoke 

Daily Weekly Monthly Rarely 


Yes No Directly downwind of, or walked over ground soaked with fuel oil 

around base camp/work areas for dust control. 

Daily Weekly Monthly Rarely_ 


Yes No Fuel in shower water 

Daily Weekly Monthly Rarely 


.Yes No Drove diesel trucks or tanks in, or out of the unventilated holds of ships 

at port 

Daily Weekly Monthly Rarely 

.Yes No Worked in mess tent with M-2 burners 

Daily Weekly Monthly Rarely 

.Yes No Used in-vehicle, nighttime, diesel heater during downtime in 

M-1 At tank, or other tracked vehicle 

Daily Weekly Monthly Rarely 

Yes No Was on burn detail for human waste using gasoline/diesel fuels . 

Daily Weekly Monthly Rarely 

Yes No Got fogged heavily with pesticides 

Daily Weekly Monthly Rarely 

Yes No Unloaded pesticide treated equipment 

Daily Weekly Monthly Rarely 
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Yes _No _Don't know I took the anthrax vaccine 

Yes No I took the anti-nerve gas pill. How manyl 

Yes No Don't know I took the botulism vaccine 

Yes No Performed duty at a toxic landfill and staging area 

called Whiskey Hotel or similar. 

Daily Weekly Monthly Rarely 

Yes No Refueled truck tankers topside, exposing self to fuel vapors rising from 

the laige top portal. 

Daily Weekly Monthly Rarely 

Yes No Served duty on a ship with petrochemicals entering the water supply 

via its desalinization system. 

Daily Weekly Monthly Rarely 

Yes No Stood in tracked vehicle exhaust to stay warm. 

_Oaily Weekly Monthly Rarely 

Yes No Stood above and around fumes from concentrated battery acid while 

filling new batteries for installation. 

Daily Weekly Monthly Rarely 

Yes No Stationed downwind/near the world's largest 

petrochemical plant & ammonia plant near Al Jubayl. Miles 

Yes No Had physical contact/inhalation of Care paint from freshly painted 

tracked vehicles and storage containers. 

Daily Weekly Monthly Rarely 

Yes _No Contact with smoke from oil well fires. 

Daily Weekly Monthly Rarely 

Yes _No Diesel fuel sprayed in the encampments to keep the dust down. 
__Oaily Weekly Monthly Rarely 
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Yes No Diesel fuel in the shower water. 

Daily Weekly Monthly Rarely 

Yes No Diesel fuel in the drinkinj; water. 

Daily Weekly Monthly Rarely 

Yes No Was in areas where animals/livestock/insects had all died. 

Daily Weekly Monthly Rarely 


4 . OTHER ENVIRONMENTAL QUESTIONS 
If yes, what symptoms? 

Do you notice an increase in symptoms in: 

place of worship Yes No Symptoms: 

malls or shopping centers 

Yes No Symptoms: _ 

school Yes No Symptoms: _ 

particular classroom 

Yes No Symptoms: 

car Yes No Symptoms: 

gas station Yes No Symptoms: 

beauty parlor, hair stylist 

Yes No Symptoms: 

fabric store Yes No Symptoms: 

carpeting stores Yes No Symptoms: 

hospital Yes No Symptoms: 
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goinK down soap aisle in grocery store 
Yes No Symptoms; 


Other 

Oo these products bother you? 

Gasoline products 

Yes No Symptoms: 

Exhaust fumes 

Yes No Symptoms: 

Soaps, detergents 

Yes No Symptoms: 

Fabric softeners 

Yes No Symptoms: 

Bleaches Yes No Symptoms: 

Chlorinated water 

Yes No Symptoms; 

Ammonia _ Yes _ No Symptoms: 
Polishes, floor waxes 

Yes No Symptoms: 

Insect sprays 

Yes No Symptoms: 

Mosquito spray 

Yes No Symptoms; 

Moth balls Yes No Symptoms: 

Asphalt, tar 

Yes No Symptoms; 

Disinfectant, sprays/liquid 

Yes No Symptoms: 

Rubber products 

Yes No Symptoms: 
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Varnish, paint, shellac 

Yes No Symptoms; 

Hair sprays _ Yes No Symptoms: 

Cosmetics Yes No Symptoms: 

Perfumes Yes No Symptoms; 

Newsprint _ Yes _ No Symptoms: 
Tobacco smoke 

Yes No Symptoms: 

Metals 

Nickel Yes No Symptoms: 

Mercury _ Yes No Symptoms: 

Inexpensive earrings 

Yes No Symptoms: 

Other 



68 


57 


5 . PATIENT CONTRACT 

The statements below describe the conditions you'll be required to meet as part of the treatment, 
please read each carefully and initial each line sijtnifyinR that you agree. 

If I smoke/chew tobacco I will stop before admission 

If I drink, I will give up all alcohol 

If I drink Diet Coke or similar I will give up drinking this and all sodas 

I am willing to give up chocolate. 

I understand there will be no passes and visitation may be limited. 

i will participate in the education program, which includes study and homework.. 

I am willing to make many lifestyle changes during the program and after I am 

discharged. 

I am willing to go on a regulated diet, including a liquid diet for 4 days. 

I will eat only what is served to me. This may be only one food (portion size unlimited) 

at each meal. 

I will actively participate in an exercise program tailored for me. 

I am witling to accept psychological support and learn to look at things a new way. 

I will not expect to leave the unit except on authorized trips for my 

30«day stay. 

I understand that during the detoxification process I may undergo withdrawal reactions 

such as headache, depressed feelings, feeling of anxiety and angry outbursts. 


I have read all of the above. I understand and I will comply as checked, or, if accepted, I 
understand that failure to comply will result in immediate discharge. 

Witness 

Signature 

Dale I 

BIBLIOGRAPHY 

Haines 

American Academy of Environmental Medicine 
Bland 
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rtufstiorw to assess fatiaut and chronic fatigue s’ ndrome 

If subject reports persistent fatigue as a symptom, he/she is asked the following questions: 

a. How often have you experienced this symptom in the past month? 

CODE: How many times/past week? 

[0] none now 

[1] once 

[2] 2-3 times 

{3] 4-6 times 

[4] >7 times 

[5] generally all the time 

[8] don't know, can't determine 

b. When you are experiencing this symptom in the past month, how long does it last? 

[0] not experiencing now 

[1] acute, one time, 1 day 

[2] chronic, > 2-7 days 

[8] don't know, can't determine 

c. In the past month, how would you describe the intensity of the symptom? 

[0] no discomfort 

[1] mild, minimal, noticed but not bothersome 

[2] moderate, some discomfort 

[3] severe, considerabie distress 

[4] extreme, medical treatment, incapacitating 

[8] don't know, can’t determine 

d. Have you lost work or had to take sick days in the past month as a result of the symptom? 

[0] no 

[1] yes, if yes, how many days?: 

e. When did you first start experiencing this symptom? 

Month/year 

f Is there anything specific that you think may have triggered the stan of the symptom? 

g. Now , when you experience the symptom, is there any particular circumstance that triggers it? 

h. Compared to over the past year, how would you say the symptom has been in the past month? 
it getting worse, getting better or about the same? 

[ I ] gening worse 

[2] about the same 

[3] gening bener 
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the subject is asked: 


1. Does the fatigue get better with bed rest? 

2. Have you had to reduce your average daily activities 

because of your fatigue? 

If yes, how much? % reduction 


[Oj no [1] yes 

[0] no [1] yes 


3. What types of things don't you do now because of your fatigue? 


ils 


vour fatigue accompanied by 


1 . Sore thoat? 

[0]_ 

no 

[i]_ 

_ yes 

2. Short-term memory loss? 

[0]_ 

no 

m_ 

_ yes 

3. Tender or sore lymph nodes? 

[0]_ 

no 

[i]_ 

_ yes 

4. Muscle pain? 

[0]_ 

no 

[i]_ 

_ yes 

5. Multijoint pain without 





joint swelling or redness? 

[0]_ 

no 

[i]_ 

_ yes 

d.Headaches of a new type, partem 

[0]_ 

no 

m_ 

_ yes 

or severity? 





7. Unrefreshing sleep? 

[0]_ 

no 

[i]_ 

_ yes 

S. Malaise lasting more than 24 hours 





after exercise? 

[0]_ 

no 

[!]_ 

_ yes 


for diagnosis of CFS [extracted from Fukuda et al.. 1994]; 

; A criteria— fatigue should not get better with bedrest, there should be a substantial reduction in 
daily activity, and it should have lasted for at least 6 consecutive months 
; B criteria— positive endorsement of at least 4 of the 8 symptoms 

3. If su'oject meets all the above criteria and does not report having a psychological or medical 
•■'fidiiion that would produce similar symptoms (refer to exclusion/inclusion list included in Fukuda 
r. al., 1994), then he'she would be diagnosed with CFS. 

NOTE: We also administer a Fatigue Questionnaire along with the SF-36 to get an indication of the 
mbiect's limitations. 
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Here is a list of problems and complaints that reterans sometimes have. Please read each one carefttE; 
and then indicate, using the numbers to the ri^t, bow .much you bare been bothered by that pcoblg 
In the PAST MONTH. 


Not 
at all 

AUttle 

bit 

Moderately 

Quite 
a bit 

Extremely 

1. Kepeated, discurbiag memories of your military 
experieaces? 

1 

2 

3 

4 

5 

Z Repeated, disturbmg dreams of your military 
experiences? 

1 

2 

3 

4 

5 

3. Suddesiy actisg or feeling as if your military 
experiences were happening again? 

1 

2 

3 

4 

5 

4. Feeling very upset when something happened 
that reminded you of your military experiences? 

1 

2 

3 

4 

5 

5. Trouble remembering imponant parts of your 
military experiences? 

1 

2 

3 

4 

5 

6. Loss of isrerest in actirities that you used 
to enjoy? 

1 

2 

3 

4 

5 

7. Feeling distant or cut off from other people? 

1 

2 

3 

4 

5 

S. Feeling emotionally numb, or being unable to have 
lovmg feelings for those close to you? 

1 

2 

3 

4 

5 

9. Feeling as if your future will somehow be cut short? 

1 

2 

3 

4 

5 

10. Trouble falling or staying asleep? 

1 

2 

3 • 

4 

s 

11. Feeling irritable or haring angry outbursts? 

1 

2 

3 

4 

5 

13. Haring dlKiculty concentrating? 

1 

2 

3 

4 

S 

13. Being ‘superalert,* or watchful or on guard? 

1 

2 

3 

4 

S 

14. Feeling jumpy or easily startled? 

1 

2 

3 

4 

5 

IS. Haring physical reactions when sooething reminds 
you of your military experiences? 

1 

2 

3 

4 

5 

In the lest month, how much have you tried to: 




- 


Id. Avoid thinking about your military experiences, or 
avoid having feelings about them? 

1 

2 

3 

4 

5 

17. Avoid activities or situations because they reminded 

1 

2 

3 

4 

5 


you cf your military experiences. 
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Fatigue Questionnaire 

I . Have you been e.\periencin| feeiings of Fatigue in the past TWO v^eeks? By Fatigue ue mean a sense of tiredness, 
lack of energ>'. or total both' give-out, 

(OJ no 

(Ij >«_ 


If yes. please complete the foilowing: Please read each statement and choose a number from I to 7, where #l 
m^cates that you completely disagree with the statement and #7 indicates you completely agree. Please answer the sg 
questions as they apply to the past TWO WEEKS, flndicaic T^A* if you feel question do« not ap^ily to you.) 


Questions 


Circle the appropriate muBber! 

Con^iletefy Completely 

disagree agree 


1 . 1 fee! drows>' when I am fatigued. I 2 

2. When I am fatigued. I lose my patience, 1 2 

5. My motivation is lower when I am fatigued 1 2 

4. When I am fatigued, I have difficulty 

concentrating. 1 2 

5. Exercise brings on my fougue. 1 2 


4 5 6 7 NA 
4 5 6 7 NA 
4 5 6 7 NA 


4 5 6 7 NA 

4 5 6 7 NA 


6. Heat brings on my fatigue. 

7. Long periods of inactivitv' bring on trw* fatigue. 

8. Stress brings on my fatigue. 

9. Depression brings on my fatigue. 

10. Work brings on my faugue, 

1 1 . My fatigue is worse in the afternoon. 

12. My fatigue is worse in the morning. 

1 5 , Penormaace of routine daily activities 
increases rey fatigue. 

14 Resting lessens my fatigue. 

15, Sleeping lessens mv fatigue, 

16 Cool lemperacures lessen my fatigue 
1 7, Positive experiences lessen my fatigue, 

18 I am easily fatigued. 

1 9. Fatigue interferes with my phvsical 
functioning. 

20 Fatigue causes frequem problems for me. 

2 1 My fatigue prev ents sustained physical 

functioning. 

22. Fatigue interferes with carrv-ing out certain 

duties and responsibilities. 

23. Fatigue predated other svTOpioms. 

2-1 Fatigue is mv most disabling sv-raptom. 

2.' Faille is among my three most disabling 
sviuptoms 


4 5 6 7 NA 
4 5 6 7 NA 
4 5 6 7 NA 
4 5 6 7 NA 
4 5 6 7 NA 


3 4 5 6 7 NA 

3 4 5 6 7 NA 


3 

3 

3 


4 3 6 7 NA 
4 3 6 7 NA 
4 3 6 7 NA 


2 

2 

2 


3 4 

3 4 

3 4 


3 6 

i 6 

5 6 


7 NA 

7 NA 

7 NA 


2 


3 4 5 6 7 NA 

3 4 5 6 7 N 


2 

2 

2 


NA 


NA 

NA 

NA 


NA 



73 


47 


CcBii^ete^* 

nueflions (cont J disagree 

36. Fati^e interferes nith my n-oik, family, 

orsodallifit. 12 3 

37 . FaUgue makes my other s>iopu>inswon& 1 2 3 

28. Fatigue that I nowexperieoce is different 

is quaJiiy mid sevoity than the fuigue I 
eiqieriei^^ before 1 developed th^eosditios. 12 3 

29 . 1 experience ^lot^ed foiigue after exercise. 12 3 


Compierely 

asiss 


4 5 6 7 NA 
4 5 6 7 NA 


4 5 6 7 NA 
4 5 6 7 NA 
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Appendix C. 


Environmental History For Accepted Patients. 


NOTICE TO PATIENTS; 

you have already been accepted into the program. Please fill out this 
gestionnaire as best you can and we will complete it with you upon arrival 
jithe Northampton VAMC Environmental Health Unit. 
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NORTHAMPTON VAMC 
ENVIRONMENTAL HISTORY 


0ATE__ 

!^AME 

address 


birthplace 

which Service? 

For what job did you train 


AGE_ 

PHONE NO.( I 

_ZIP CODE 

. DATE OF BIRTH 


Rank and Title? 


What were your actual duties ? 


Education: 

Adults: Grade school Years of high school Years of college 

Years of post graduate Learning disabilities 

Children: Grade school: Grade High school; Grade 

Birth defects: If yes, status posi-Gulf service; Yes No 

Goal in requesting treatment 


General health information: Hi. Wt. BP (date) 

When and where did you get your last physical check-up? 
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MARITAL STATUS: Single Married Widow(er) 

Separated Divorced 


OCCUPATION HOBBIES. 

LIST WORK HISTORY AND DATES PRIOR TO PERSIAN 
GULF 


Any chemicals, fumes or combustion products involved? 

Any other contact with chemicals fumes, combustion products at work or at hobbles 
or in any way: 

At work, are your symptoms better 
worse 
the same 

Are you bothered by smoking in your work place? 

Any particular place or room at work which bothers you? 

Have you been exposed to any of the following items 
at work presently or in previous jobs? 

Asbestos 

Chemicals 

Fumes 

Mists (like spray paints) 

Biologies (blood, serum, etc.) 

Dusts (grain, cotton) 

Agricultural sprays 


Do you think your work and/or machines have 
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anything to do with your symptoms? 

Are there materials used at work that you think 
have something to do with your symptoms? 

Describe these materials and/or machines/equipment 

How long at this employment? 

How many miles do you travel to work 

by expressway miles? Sideroads miles?. 


CHIEF COMPLAINT AND PRESENT ILLNESS 

Chief complaint ( YOUR SINGLE WORST SYMPTOM) : 


List tour other complaints in order of severity: 

1 . 2 . 

3 . 4 . 

Date main symptoms first began? 

Began in what stale or country? 

How often do you feel ill? Dally Weekly or Times per month 

What symptoms, if any, are always with you? {List in order of severity.) 

1 . 

2 . 

3 . 

Never free of symptoms? Yes No 

Free of symptoms? Yes No When? 

Date main symptoms first began? 

Began in what slate or country? 

How often do you feel III? Daily Weekly or Times per month 

What symptoms, if any, are always with you? fList in order of severity.) 
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1 . 

2 

3 . 

Never free of symptoms? Yes No 

Free of symptoms? Yes No Wher)? 

Symptoms worse what lime of day? Awakening Afternoon 

Evening Night 

Symptoms are relieved by medication? Slightly Moderately 

Completely Not at all 

Do you feel better at home, at work or outside? 


Have you developed an Intolerance for alcohol (can't drink the way you used to)? 

Date or age main symptoms first began? 

Began In what stale or country? 

if your symptoms are episodic •• 

When and where did latest episode begin and end? 

How often do episodes occur? Daily Weekly or Times Per Month 

How long do they last? Minutes Hours Days or Weeks 

What symptoms. If any, remain in between attacks? (List in order of severity) 

1 . 

2 . 

3 . 

Never free of symptoms? Yes No 
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of syniptOfTis? Yes No When?_ 

■ rTipfO'”* wofse what time of day? Awakening Afternoon 

Evening Night 

(yfnptotTis are relieved by medication? Slightly Moderately 

Completely Not at all 

jymptoms are associated with fever? Frequently Never 

Symptoms are worse in the house after lights have been on an hour? Yes No 

iarly spring? _Yes _No In June? _Yes _No In September? _Yes _No 

list current additional medical problems (symptoms): 1. 

2 .__ 3 . 

Please answer these questions about your Gulf experience. 

_Yes _No Saw body bags and caskets. 

_Yes _No Heard forecast of large numbers of casualties 

_Yes _No Was afraid of fighting in MOPP gear at high temperatures. 

_Yes No Had inadequate sleep. 

_Yes _No Was frightened of poison gas attacks. 

Yes No Was worried about mines. 

Yes No Was worried about Scud attacks. 

Yes No Heard poison gas alarms going off. 

Yes No Had to sit in MOPP gear for more than one hour at a time. 

How often? 
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REVIEW OF SYSTEMS BY SYMPTOMS 

SKIN: Check past or current skin syrhptoms: 

Eczema Redness Rash 

Itching Edema Cracking 

Bruise easily Weeping lesions Hives 

List the main skin areas Involved: 

Is your skin sensitive to? Sun Fabrics Detergents Other^ 

Did you have unusually severe teenage acne? Yes No 

Antibiotic given: Yes No How long: Type: 


HEADACHE AND CEREBRAL: Check items which apply to pain and intensity: 


Constant 

Vise-like 

Pulsating 

Dull 

Heaviness 

Cap-like 

Pressure 


Throbbing 

Excruciating 

Tight 

Burning 

Sharp 

Soreness 

Cramp-like 


Constriction 

Episodic 

Drawing 

Band-like 

Boring 

Cutting 

Acute 


Check the location of head pain: 

On right side of head 

On back of neck 

Back of the eyes 

In upper teeth 

Top of head 

Back of head 

Forehead 

Temple 

On left side of head 


Character of pain: 

Begins slowly 

Lasts hours 

Returns regularly 

Clears without treatment 

Clears with treatment 

Lasts seconds 

Lasts minutes 

Lasts days 

Begins suddenly 



On the crown of head 
In the cheek 


Episodic 

_ Relieved by walking 


(^heck items associated with headache: 


Loss of sight 
Dazzling lights 
Diarrhea 
Swelling of eye 
Inflamed eye 
Tearing of eye 


_ Running nose 
_ Nasal blockage 
_ Visual distuibance 
Pallor 

, Queasy stomach 
_ Abdominal pain 


Nausea 
. Vomiting 

_ Neck/shoulder pain 

Flushing 

Chilly sensation 


Check what your headache is preceded or worsened by: 


Exercise 

Odors 

Alcoholic drinks 
Arguments 
Foods 
Cofree/tea 
Muscle strain 
Unusual stimulation 


, Fear 
_ Anger 
Fasting 

_ Disappointment 
_ Intense light 
Eye strain 
.Chitling 

.. Intense thinking 


Humidity 
, Overheating 
Anxiety 
Rejection 
. Infections 
. Motion 
. Noise 


EYES; Check symptoms which apply: 


Itching 

Dryness 

Sties 

Puffiness 

Bloodshot 

Dark circles 

Cataracts 


Irritated 

Burning 

Crusty lids 

Twitching lids 

"Floaters" 

Blurred vision 

Glaucoma 


Watering 

Pain 

Granulated lids 

Swelling of lids 

Mucus in eyes 

Sensitive to light 

Wear glasses 


Are these symptoms present all year round? Yes No 

Which is your worst season? Spring Summer Fall Winter 


Which months: 



82 


70 


EARS: Check symptoms which apply: 


Hearing loss 
Itching inside 
Blocked sensation 
Pressure 
Serous otitis 
Drainage 


_ Nerve deafness 
. Crusting inside 
Di 22 iness 
. Pain 

. Ever lanced 
_ Tubes in ears 


Wear hearing aid 

Ringing/roaring 

Sense of Imbalance 

Fluid accumulation 

Frequent Infections 


Are these symptoms present all year round? Yes No 

Which is your worst season? Spring Summer Fall Winter 


Which months? 


NOSE/SINUSES: Check each symptom which applies (to greater than normal degrees): 

Blocks Runs 

Bleeds Crusts 

Blisters Sinus infections 

Mucus yellow Mucus blood-streaked 

Polyps Require nose drops/spray 


Are these symptoms present all year round? Yes No 

Which is your worst season? Spring Summer Fall Winter 

Which months? 

When? Upon arising After meals After medicines 

Upon lying down At night Cold Hot Dry 

Other 

Do you experience a profuse watery discharge from nose and nasal stuffiness, followed in 36 to 48 


Itches 

Sneezes 

Burns 

Post-nasal drip 

No sense of smell 

Other 
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tioufs by purulent secretions and chest symptoms (such as a wheeze, cough, expectoration)? 
Yes No 

mOUTH AND THROAT: Check symptoms which apply: 

. Chapped lips Fever blisters 

Hoarseness Tongue swollen 

. Lose voice Sore throats 

. Difficult swallowing Teeth pain 

. Throat closes Fillings, which type? 

_ Grind teeth in sleep 

_ Bad breath 

DO you ever have swollen neck glands? Yes No 

If you use any of the following, indicate the brand name: 


Cracked lips/corners 
Sleep with mouth open 
Sore/raw tongue 
Throat/palate itch 
Throat clearing 
Wear dentures 
Bad taste 


Toothpaste Dentifrice Mouthwash 

Tobacco Chewing gum Cough drops 

Chapstick Lipstick 

Adhesive for dental plates 


CARDIAC: Check any chest symptom you have now or have had in the past: 

Rapid heart Skipped beats Murmurs 

Heart enlargement Chest pains Ankle swelling 

Which is your main symptom? 

List diagnosis if made 

When is this symptom worse? 

Morning Spring 

Mid to late morning Summer 

Mid to late afternoon Fall 

Night 


Winter 
Year Round 
Other 
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If you late cardiac medications - 

Which medications relieve you bea? 

How soon do these medications relieve you? 

For how long do these medications relieve you? 


RESPIRATORY: Check any symptom you have now or have had in the past: 

Asthma Bronchitis 

_ Frequent infections Pneumonia 

Pleurisy Night sweatsdhishing 

. Tight chea Heavy chea 

_ Short of breath 

How far can you walk vigorously before becoming short of breath? 

Which is your main symptom? 

When is this symptom worse? 

Morning Spring 

Mid to late morning Summer 

Mid to late afternoon Fall 

Night 

Which medications relieve you best? ■ 

How soon do these medications relieve you? 

For how long do these medications relieve you? 

Do you smote? Yes No How many per day? 

How long have you smoked? 

Yes No How long did you smoke? 


Winter 

Year round 

Other 


Wheezing 

Frequent colds 

Frequent coughs 

Cough dry 

Cough mucus 


Have you ever smoked? 
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y/\/hen did you quit? 


CASTROINTESTINAI: Check symptoms which apply: 


Heartburn 
Bloating 
Good appetite 
Poor appetite 
Picky eater 
Cramping 
Use laxatives 
Mucus in stools 
Ulcer 


. Indigestion 
_ Flatulence 
Queasy stomach 
_ Frequent nausea 
_ Frequent vomiting 
. Vomit blood 
Diarrhea 
Anal pain 

. Gallbladder trouble 


. Retaste food 
_ Belch frequently 
Bloody stools 
. Stomach aches 
Constipated 
Anal itching 
Tarry stools 
. Rectal bleeding 


Do these symptoms occur in relation to eating? Yes No 


If so, what foods; 


Do you take any “Gl" medications? Yes No 

If so, please list; 


GENITOURINARY: Check items which apply: 


Genital Herpes 

Difficult urination 

Sores 

Have Trichomonas 

Being treated for 

Trichomonas 

Spouse being treated 

for Trichomonas 

Itching 

Burning 


Kidney disease 

Prostate trouble 

Bladder disease 

Syphilis 

Pass blood 

Bed wetting 

_ Cystitis 

Have/had cancer 

Where 


Kidney stones 

Painful urination 

Incontinent 

Have discharge 

Have yeast infection 

Impotence 

Frigidity 

Other 
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MUSCULOSKHLETAL: Check which items apply: 

Do you have: Muscle pain! Yes No How severe: l+_ 2+ 3+ 4+_ 

joint swellinj;! _^Yes No How severe: 1+_ 2 *_ 3+_ 4+ 

Has fluid been removed from any joint? Yes __ No 

Do you have morning stiffness? Yes No How long does it last! 

If present, when did pain or swelling begin! 

Is it steady or off and on? Yes No 

Do you experience: Fatigue! Yes No 

Check diagnoses you have been given by other physician: 

Osteoarthritis Convulsions Autoimmune Disease 

Rheumatic fever Rheumatoid Paralysis 

Lupus Multiple Sclerosis Other 

Collagen Vascular Disease 

ENDOCRINE: Check items which apply: 

Do you now have or have you ever had: 

A weight loss of more than 5 pounds during the last 1 2 months? _ Yes No 

A weight gain of more than 5 pounds during the last 1 2 months? Yes No 

Lack of appetite? Yes _ No Notable increase in appetite? _ Yes _ No 

Abnormal thiret? Yes No Diabetes or sugar in the urine? Yes No 

Enlarged thyroid, goiter, over- or underactive thyroid? Yes No 

Low blood sugar? Yes No 
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^|.„g around eyes? _Yes _ 
^ in the legs? — Yes — No 


No 




ONLY: Check which items apply: 


jreast soreness before periods 
jreast soreness during periods 
•'nad breast biopsy 
''other 


Breast cysts or lumps 
Breast soreness 
_ Had mastectomy 
Breast implants 


^ at onset of menses? 

Regular periods Had D & C 

"irregular periods Had miscarriage 

" Scant flow Use lubricants 

" Heavy flow Use diaphragm 

" Partial/total hysterectomy 


Use contraceptive pill 
Use foam 
Use douches 
Pregnant now 


nhich of your symptoms do you have before periods? 
HOW long do they last? ___ 


iVhich symptoms do you have during periods? 
How long do they last? 


which symptoms do you have at ovulation? 

How long do they last? 

tge at menopause? Taking which hormones? 

Surgery of the uterus, ovaries, etc.? Yes No 


H yes, please specify . 

Cesareans? Yes No If yes, when? 

Breast surgery? Yes No If yes, when? 
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How many pregnancies? How many children born alive? 

How many premature births? How many stillbirths? How many miscarriages? 

Any complications with pregnancies? Yes No 

If yes, please specify and state when? 

Any adopted children? Yes No 

NEUROLOGICAL/PSYCHOLOGICAL: Check items which apply: 


Weakness in limb 

Numbness 

Tingling _ 

___ Abnormal gait 

Tremor _ 

Convulsions 

Dizziness 

Fainting spells 

Blackouts 

Amnesia 

Had shock therapy 

Frequently keyed up and jittery 

Shaky 

Startled by sudden noises 

Often feel suddenly scared 

Go to pieces easily 

Forgetful 

listless 

Stuporous 

Withdrawn feeling 

Feel "lost" in time 

Had a nervous breakdown 

Family member had nervous 


_ Blurred vision Abnormal EEC 

. Double vision Diagnosis of Multiple Sclerosis 

_ Foot drop Lack of coordination 

Spinal pain Tics 

_ Neck pain Back pain 

feel Rrojxv 

Unable to concentrate 

Short attention span 

Vision changes 

Unable to reason 

Considered a nervous person 

Worried by little things 

State of anxiety 

Unusual tension 

Frustration 

Numbness 

Often break out in cold sweats 

Sweats 

Profuse sweating 

Depressed 

Psychiatric care 

Have difficulty staying awake 

Daytime sleepiness 
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ENVIRONMENT: Check items which apply: 

Do you live in an apartment? Yes No How old? 

Do you live in a house? Yes No How old? 

Other type of housing: Mobile home, farm, etc. Be specific: 

Is there a garage attached? Yes No 

Is there an abundance of vegetation immediately around your home? Yes No 
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Does your home tend to get dustier than other homes? Yes No 

Does your home tend to get drier than other homes? Yes No 

Does your home have a basement? Yes No 

Have you ever noticed mold or mildew in your home (basement, bathroom, closet, windowsills, 
etc.)? Yes Nov 

Any strong odors you notice that bother you that never did before? list: 


At home, are there: 

new furniture or carpets 

dust 

mold 

gas heat 

smoke 

waterbed 

particle board in your bedroom 
foam mattress - foam pillows 


POLLEN: Check items which apply: 

Worse outdoors 

Worse on windy days 

Watering of eyes 

Itching of eyes 

Do you flare when going from an air conditioned room to open air? Yes No 

Does the cool air of air conditioning increase your symptoms? Yes No 

Are nasal and eye symptoms both present? Yes No 

Do you notice a flare of your symptoms on known high pollen days? Yes No 


Redness of eyes 

Worse on clear sunny days 

Worse outdoors from 7-1 1 a.m. 

Air conditioning helps 
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/ue your symptoms: Worse in spring? Yes No 

Worse in summer? Yes No 

Worse in fall? Yes No 


pUST: Check items which apply: 

Worse indoors _ Better outdoors Ousting or sweeping increases symptoms 

flare shortly after going to bed? Yes No 

Symptoms accentuate on waking? Yes No 

Symptoms recur or increase each year with the return of cold weather? Yes No 

Do you experience definite nasal symptoms: 

With little or na itching of your eyes? Yes No 

With itching of your eyes? Yes No 

Do you experience? Sinus headaches Frequent colds 

Productive cough Purulent secretions 

Intermittent fever Worse in damp air 

Are your symptoms worse when furnace goes on for the year? Yes No 

Explain: 


MOLD: Check items which apply: 


Worse outdoors between 4:30 to 8:30 PM 

Worse after sundown 

Cool evening air increases your symptoms 

Worse in damp places or low places in 

the road 

Worse when mowing or playing on the grass 

Symptoms worse from mid-)uly to November 


Better in your house 

Worse in certain room 

Name it: 

Flare in basement 

Worse in a certain home 

Worse in your house 

Worse in other homes 
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Distinctly worse from September to frost Flare around food mills (smut) 

Definite increase of symptoms around Other: 

October 1 st 
Worse on windy days 
Especially worse with north wind 


PILLOW: Check items which apply: 

Feather Kapok Down 

Foam rubber Synthetic Other. 

Spouse/roommate's pillow: 


MATTRESS: Check items which apply: 

Water bed Conventional Box spring or innerspring 

Cotton Futon (cotton/foam) Other 

Foam rubber Plastic covered 

Spouse/roommate's mattress: 

BLANKETS: Check items which apply: 

Wool Quill 

Cotton Synthetic 

Spouse/roommate's: 


ANIMALS OR PETS: Check items which apply: 


Dor 


Cat 

Bird 

Fish 


Rabbits 

Horse (own/ride) 

Hamster 

Other 


Guinea pig 

Canie 

Animals in house? 

— Yes 

No Animals in bedroom? Yes Nt 
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^^|vjTS: Check items which apply: 

^you have indoor plants? Yes No 

.yes- how many, where: 


;,0ORING: Check items which apply: 

-jrpels/ruRS: cotton wool synthetic 

*afpeis/ruRS padding: foam felt straw/fiber 

,'lg. vinyl marble terrazzo ceramic 


APPLIANCES: Check items which apply: 


5iove: gas 

Oryer: gas 

Refrigerator: gas 

vVater heater: gas 


. electric Exhaust fan? Yes No 

. etearic 
electric 

electric Location: 


CLIMATE CONTROL SYSTEMS: Check items which apply; 

Heating: 

Floor furnace 

. Gas or kerosene healing unit 
Fireplace 

Space healer (vented/unvented) 
Other 


Where is the furnace located? 


Gas forced air 

Oil forced air 

Electric forced air 

Radiator steam/hot water heat 

Electric baseboard or panel 

Wall furnace 


Air Conditioning : 
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Window unit Filters: electrostatic hepa 

Centra! fume control carbon 

other 


FURNISHINGS: Check items which apply: 


upholstery : cotton 

synthetic 


Cushions : 


foam 
.cotton 
, synthetic 


Window coverings : 

Blinds: metal 

wooden 


Draperies: synthetic 

cotton 


CHEMICALS: Check items which apply: 

Do you use strong chemicals (i.e., disinfectants, bleaches, oven and drain cleaners) 

in your home? Yes No If yes. name them: . 

Do you use floor and furniture wax and wax remover? Yes No 

Do you use pesticides in your home? Yes No If yes, name them: .. ■ . 


Do you or have you used a lawn care company? Yes No If yes, name of 

the company When was the last lime? 

How often do you have the treatments? 

Do you regularly have your home treated for insects? Yes No 

If yes. name of the company and list the specific name of the chemical 
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Have you had your home treated for termites? Yes No If yes, when 

List the product used: 

DO you live near a power generatinR station? Yes No If yes, how near? 

500 feet or less 1/2 to 3 miles 5 miles 1 0 miles 

Do you live near an electric distribution sub-station? Yes No If yes, 

how near? 500 ft. or less 1/2 to 3 miles 5 miles 10 miles 

Do you live near high voltage electrical transmission lines? Yes No 

If yes, how near? 500 ft. or less 1/2 to 3 miles 5 miles 10 miles 

Is there a power transformer near your home? Yes No If yes, how near? 

500 feet or less 1/2 to 3 miles 5 miles 10 miles 

Do you live in direct line of a T.V. transmitter? Yes No 

Do you believe you have symptoms produced from these? (Circle the appropriate answer) 

1. T.V. transminer 4. Generating station 

2. Electric lines 5. Electric distribution sub-station 

3. Transformer 

If so, please list or describe: 


Do you live near a microwave tower? Yes No If yes, how near? 

500 feel or less 1/2 to 3 miles 5 miles 1 0 miles 
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Do you live near a radio lower? Yes No If yes, how near? 

5CX) feet or less 1/2 to 3 miles Smiles 10 miles 

What type of electric lights do you have? 

Incandescent Fluorescent Full spectrum 

Do you notice symptoms from your lighting? Yes No If yes, list the symptoms in order 

of severity. 

1. 3. 

2 . 

On what type of equipment do you prepare your food? 

Gas Electric Microwave 

Do you notice any difference in symptoms from food prepared in a specific way? 

Gas: Yes No Electric: Yes No Microwave: Yes No 

Do you notice any symptoms when near the microwave oven? Yes No 

Do you notice any symptoms from exposure to the T.V.? Yes No 

Do you have a T.V. antenna on your home? Yes No 

Do you have cable television? Yes No. 

Do you work in a modern office building with computers, electric typewriters, photocopiers, 
printers, word processors? Yes No 

Do you operate any of these machines? Yes No if yes, list the symptoms produced in 

order of severity. 

1 . 2. 
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po you notice a sensitivity to metal? Yes No 

po weather change cause a change in your mental or physical health? Yes No 

Explain; 

po you use electric blankets? Yes No If you experience symptoms, list them in order 

■ of severity. 

Blankets; 1. 2. 3. 

Metal; 1. 2. 3. 

Weather 

changes; 1 . 2. 3. 

Do you obtain your water from a well? Yes No 

How deep is the well? 25 ft. SO ft. 1 00 ft. 

Is it an Artesian well? Yes No 

Do you have a basement? Yes No 

What kind of soil does your area have? Sandy Clay Granite 

Shell Phosphate rock 

What kind of material constitutes your basement floors & walls? 

Solid concrete Concrete Cinder block Soil 

From what material is the foundation of your home constructed? 

Other 


Concrete 


Wood 
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Do you notice any cracks In the foundation or walls of your basement? Yes No 

How many stories does your house have? One Two Three 

Do you have storm windows & doors? Yes No 

Is your home well Insulated? Yes No 

What type of insulation do you have? 

Is your home well ventilated? Yes No 

Explain 

Has there been any mining in the immediate vicinity of your home? Yes No 

If yes, how near? 1 mile or less 5 miles 10 miles 

Do you know of any landfill areas near your home? Yes No 

If yes, how near? 1 mile or less 5 miles 1 0 miles 

Do you know what substance constituted the landfill on which your home was built? Yes 

No 

If yes, what was the substance? ^ 

Do you know the previous use of the land on which your home was built? 

Yes No 

If yes, what was the previous use? 

Do you live near a gasoline station or similar? Yes No 

Please explain: ^ 

Do you live near a neighbor who uses pesticides? Yes No 


Please explain: 
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(HOW long have you lived in this home? 

Have you noticed any change in your health since being in this home? 

Yes No 

If yes, what type of change? Heart Lungs Cl Cerebral Other. 

List three symptoms in order of severity. 1. 

2 3. 

Do you have an air or water purification system, or both? Yes No 

Both; Type 

Have you had any air sampling done in your home? Yes .No 

Results: 

Have you had any water sampling done? Yes No 

Results; 

Do you feel better inside or outside your home? Inside Outside 

Do you feel better in a particular room Of area? Yes No 

Which one? 

Do you feel worse in a particular room or area? Yes No 

Which one? 

Has your house been checked for radon? Yes No 

It yes, please explain; 
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INHALANT AND CHEMICAL EXPOSURE: Check your occupation and exposures. 


Office worker 
Professional worker 
Work around cosmetics 
Work around fumes 
Farm worker 
Factory worker 
Works indoors 
Work in extreme heat 
What type 


_ Work in extreme cold 

What type 

. Salesperson 
_ Construction worker 
_ Painter 

. Hospital worker 
. Teacher 

Works with animals 
Other 


Check if exposed to; double-check if you have symptoms from: 


Dust 

Overstuffed furniture 

Fireplace 

Slab home 

Post & beam home 

Old home 

Marshy area 

Desert area 

Woody area 

Prairie 

Tobacco smoke 

Linoleum 

Linoleum tile 

New carpet 

Old carpel 

_Rurs 

Wooden floors 

Kapok 


Photocopy paper 

Varnish 

Solvents 

Lacquer 

Furniture polish 

Floor wax 

Incense 

Mothballs 

Disinfectants 

Plastic 

Dyes 

Paints 

Turpentine 

Diesel fumes 

Exhaust fumes 

Gasoline fumes 

Alcohol 

Dry cleaning 


Pesticides 

Herbicides 

Crain dust 

Mildew 

Dog inside 

Cat inside 

Bird inside 

Other pets inside 

Sisal (rope) 

Tar 

Rubber 

Chemicals 

Potted plants 

Cosmetics 

Nail polish 

Perfume 


List family hobbies which bring on symptoms (model planes, etc.):. 



l^lst family work exposures: 


List 4 symptoms, if any, from these exposures in order of severity: 

I 2- 

3 


FOOD: Check items which apply: 


Excessive hunRer 
Excessive thirst 
Weight loss 
Weight gain 
Overeat foods 
Crave certain foods 
Crave beverages 
Avoid certain foods 
Dislike certain foods 


Bothered by food c 

Eat daytime snacks 

Eat bedtime snacks 

Eat "junk” foods 

Skip meals 

Eat regular meals 

Crash diets 

Elimination diet 


Rotation diet 

"Caveman" diet 

Use exotic foods 

Cook from scratch 

Use convenience 

foods 

High protein diet 

Vegetarian diet 

Other 


Check items which apply to you, the adult, when you were an infant and child : 


Bothered by foods 

Poor appetite 

Bottle fed 

Eczema 

Constipation 

Stomachaches 

Night sweats 

Learning problem 

Dyslexia 


Bothered by beverages 

Picky eater 

_ Colic 
_ Hives 

Diarrhea 

_ Headaches 

Hyperactivity 

_ Behavior problem 
Other 


Feeding problems 

Failure to thrive 

Constant hunger 

Skin rash 

Vomiting 

Cassiness 

Leg aches 

Fussiness 

Ceiiac syndrome 

Other 


is there a family history of allergies or food intolerance? Yes No 


Are most of your meals 


at home 


at restaurants 
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Do you mostly eat foods that are? fresh _ canned _ frozen packaged 

What are your favorite or most enjoyed foods? 

What are your favorite or most enjoyed beverages? 

Check preference Beer Wine Scotch Bourbon _Cin Vodka Rum 

How many alcoholic drinks do you have daily? 

How many cups of coffee do you drink daily? Regular or decaffeinated? 

How many cups/glasses of tea do you drink daily? 

How many soft drinks do you drink daily? Regular or diet? 

List particular habits, problems, or peculiarities concerning your food intake: 


IMMUNIZATION: Have you ever had: 


Smallpox vaccination 

Yes 

No 

If yes, when 

DDT or Tetanus Toxoid? 

Yes 

No 

If yes, when 

Polio immunization? 

Yes 

No 

If yes, when 

Mumps immunization? 

Yes 

No 

If yes, when 

Measles immunization? 

Yes 

No 

If yes, when 

Anthrax immunization? 

Yes 

No 

If yes. when 
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(yphoid immunization? Yes No It yes, when 

Bolulinus immunization? Yes No If yes, when 

Olher: 

1 1ST MEDICATIONS YOU ARE PRESENTLY TAKING: 


PAST HISTORY 

Allergies, or asthma: include antibiotics, metals, seasonal (hayfever). 


Medical or surgical illnesses. List all operations. 


Have you ever been diagnosed by a physician as having epilepsy? Yes No 

depression? Yes No 

high blood pressure? Yes No 

head injury? Yes No Describe 


Name any conditions such as kidney trouble, diabetes, heart disease, stroke, loss of consciousness, 
etc., which you presently have or have had: 
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Please list major illnesses you have had and the date, if known: 


Have you had a birth defect? Yes No 

Have you had a birth injury? Yes No 

In school ~ were or are you an exceptional, good, poor student: 


MEOICATION/DRUGS TAKEN IN THE PAST: Check items which apply: 


Brondecon 

Aminophyllin 

Vanceril 

Susphrine 

Bronkodyl 

Alupent 

Bronkephrine 

Theophylline 

Theo-Dur 

Elixt^hyllin 

Prednisolone 

Prednisone 

Epinephrine 

Cortisone 

Adrenalin 

Penicillin 

Insulin 

Mycin drugs 

Dilantin 

Antibiotics 

Deconamine 

Phenobarbital 

Dentrarol 

Codeine 

Oecadron 

Deconamine 


Lanoxin 

Nystatin 

Nizoral 

Seldane 

Nasalchrom 

Xanax 

Lithium 

Valium 

Muscle relaxes 

Digestive enzymes 

Konsyl 

Metamucil 

Diuretics 

Laxatives 

Thyroid medications 

Dietary supplements 

Vitamins 

Sleeping pills 

Marijuana 

Street drugs 

Minerals 

A.C.T.M. 

Aspirin 

Tylenol 

Cough medicine 

Nose drops 
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_ Hormones 
_ AntihistaminK 

_ Others 

_ Others 

Others 

. Others 


If you use illicit drugs -• last usage date; _ 
Do you feel addicted? Yes No 


Tranquilizers 

Digitalis 

Sulfa drugs . 

Paregoric 

Blood pressure medications 

Birth control pills 

Inderol 


ALLERGY: Check items which apply: 

Have you ever had allergy tests? Yes No If yes, when and what type? 


With what physician? 

Are you taking allergy injeaions at the present time? Yes No If yes, 

please explain: ^ 

Do you frequently require emergency treatment for allergy? Yes No 

How many times per year? 

List current allergy treatment, if any; 

HOSPITALIZATION: 

Please list all hospitalizations and state purpose: 
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Please list all operations and give dates: 


STUDIES: Check items which apply: 

in the recent past have you had any of the following studies: 

X-rays of the sinuses? Yes No If yes, when? 

X-rays of the chest? Yes No If yes, when? 

X-rays of the stomach, gallbladder, or colon? Yes _ No if yes, when?. 

X-rays of the teeth (dental examination)? _Yes _ No If yes, when? 

Scans of the whole body, bone, or brain? Yes No If yes, when? 

Electrocardiogram? Yes No If yes, when? 

Hearing tests? Yes No If yes, when? 

Blood or urine tests? Yes No If yes, when? 

Tuberculin skin test? Yes No If yes, when? 

(TB skin test) 

Proctoscopic examination? _ Yes _ No if yes, when? 

Mammography? . Yes _ No If yes, when? 

SURGICAL HISTORY: Check Hems which apply: 
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Have you had: 

Tonsillectomy and Adenoidectomy? 

Surgery of nose, ears, mastoid, or 
sinuses (also sinus irrigation or flushing)? 

Appendectomy? 

Hernia repair or rupture surgery? 

Hemorrhoidectomy? 

Surgery of stomach, bowel, or 
gallbladder? 

Any other operations? __ 


Yes 

_ No 

If yes, when?_ 

_ Ves 

_ No 

If yes. when? 

_ Yes 

_ No 

If yes, when? 

Yes 

_ No 

If yes, when? 

.Yes 

No 

If yes, when? . 

_ Yes 

_ No 

If yes, when? 


Yes No If yes. please specify: 


Surgery for fractures, concussions? _ Yes _ No If yes, please specify: 


SENSITIVITIES 

contact DERMATITIS: Check items which apply: 

Has your skin ever been bothered by contact with any substances? Yes No 

If yes, which substance? 

How widespread was the involvement? 

How frequently has it recurred? 
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What treatment have you used? — — _ 

Have you ever had? Poison Oak Poison Ivy Poison Sumac Other 

Does wearing metal watches, rings, necklaces cause you to break out? 

INSECT SENSITIVITY; Check items which apply: 

List any insects to whose bite or sting you get greater than normal reactions: 


Check any reaction you get: 

Hives 

Dizziness 

Vomiting 

Difficulty in breathing 

Required hospitalization 

Do insects seem to single yoi 


Fainting 

Shock 

Mental confusion 

__ Difficulty swallowing 

Anaphylaxis 

out? Yes No 


Nausea 

Loss of consciousness 
Large local swelling 
Other 


Which insects? 


How many reactions to insects have you had? 


What type of treatment do you receive after each reaction? 


MEDICATION: List any allergy to drug or injection, with symptoms: 


Drug 


Drug 


Symptom 


Symptom 
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Check your reacilon to: Dental Anesthesia 

Other Anesthesia 

Tetanus Toxoid 

Other vaccination 


Iodines 

Tetanus Antitoxin 

X-ray Contrast Media 


COMMUNICABLE DISEASES: Check items which apply: 
Do you now have or have you ever had: 


Yes 

No 

Measles 

Yes 

No 

Rheumatic fever 

Yes 

No 

German measles 

Yes 

No 

Polio or meningitis 

Yes 

No 

Mumps 

Yes 

No 

Tuberculosis 

Yes 

No 

Chicken pox 

Yes 

No 

Valley fever 

Yes 

No 

Whooping cough 

Yes . 

No 

infectious mononucleosis 

Yes 

No 

Diphtheria 

_Yes _ 

— No 

Syphilis 

Yes 

No 

influenza 

Yes 

No 

Gonorrhea 

Yes 

No 

Scarlet fever or 

Yes 

No 

Other 



Scarlatina 





FAMILY: Check any of the following illnesses which occurred in your family: 


Hayfever 

Cancer 

Eczema 

Epilepsy 

Asthma 

Psychiatric care 

Emphysema 

Kidney disease 

Undue fatigue 


Hives 

Headache 

Vertigo 

Heart disease 

Indigestion 

Drug use 

Diarrhea 

Brain tumors 

_ Diabetes 


Constipation 

High blood pressure 

Low blood pressure 

Tuberculosis 

Arthritis 

Depression 

Nervousness 

Nervous breakdown 

Emotional problems 


Dementing illness: Yes No 

Learning disabilities: Yes No 

Any neurological disease: _Yes No 
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Diabetes: 

High blood pressure: 
Multiple sclerosis: 
Lupus: 

Alzheimer's: 

Cancer: 

Epilepsy: 

Depression: 
Substance abuse: 
Rheumatoid arthritis: 


_Yes _No 
_Yes _No 
_Yes_No 
_Yes _No 

_Yes No 

_Yes _No 

_Yes No 

Yes No 

.Yes _No 
Yes No 


Explain: 


Additional comments: 


FATHER: Age Health {Mention all allergies or known diseases iHiving): 


ACE AT DEATH: If deceased, cause of death: 

MOTHER: Age Health (Mention all allergies or known diseases iniving): 


ACE AT DEATH: If deceased, cause of death: 

BROTHER OR SISTER: Age or ages Health (Mention all allergies or 

known diseases if livine ): 

ACE AT DEATH: If deceased, cause of death: 

HUSBAND OR WIFE: Age Health (Mention all allergies or known diseases 
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if living ): 

ACE AT DEATH: If deceased, cause of death: 

SON OR DAUGHTER: Age or ages Health (Mention all allergies or 

known diseases if living ): 

AGE AT DEATH: If deceased, cause of death: 

GENERAL FAMILY: Check items which apply: 

Has any blood relative ever had: 

Heart disease, heart attack, high blood pressure or stroke? Yes No 

If yes, who? 

Tuberculosis? Yes No If yes. who? 

Cancer? Yes No If yes, who? 

Blood disease like leukemia, severe anemia, bleeding tendency? Yes No 

If yes, who? 

Diabetes? Yes No If yes, who? 

"Colter," overaaive or underaaive thyroid? Yes No If yes, who? 


Ulcers of stomach or duodenum? Yes No If yes, who? 

FAMILY HISTORY TO ALLERGY: Check items which apply: 


Has any blood relative ever had: 
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Migraine? Yes No If yes, who? 

Hayfever, sinus trouble or frequent colds? Yes No If yes, who? 


Asthma, bronchitis, or frequent chest colds? Yes No If yes, who? 


Hives? Yes No If yes. who? 

Eczema? Yes No If yes. who? 

Skin rash from cosmetics or metals, detergents? Yes No If yes, who? 


Poison ivy or oak, ultraspore, sumac? Yes No if yes, who? 


Insect allergy? Yes No If yes, who? 

Food allergy? Yes No (f yes, who? 


Adapted wuh permission. Environmenul Health Clinic. Dallas, TX 
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APPENDIX D. 

FOOD DIARY 



DAILY FOOD DlAn' 
NAME; - — 


DATE:- 


PLEASE GRADE: 5= average day 0-5 grade increasing sympioms 5-10 decreasing 
symploms 




dav 1 

dav 2 

day 3 

da\ 4 

Comments 

Breakfast 

Food 







Reaction 






Lunch 

Food 







Reaction 






Dinner 

Food 







Reaction 






Breaklast 

Food 







Reaction 






Lunch 

Food 







Reaction 






dinner 

Food 






_ 

Reaction 
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APPENDIX E. 

CONSULTANTS 
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Iris Bell, M;D., Ph.D. 
Department ot Psychiatry 
VAMC Tucson, Arizona 


Expertijg 

MCS Research 
Symptomatology 


Steven McDermott, M.D. Cognitive Therapy 

Director, Cognitive Therapy 
Massachusetts General Hospital 


Natalie Colos MCS Education 

Author, Environmental Medicine. 

Success in the Bedroom 


Frank Katch, Ph.D. Exercise Physiology 

Professor, Exercise Science 
University of Massachusetts, Amherst 


Barbara Maynard, R.D. 

Author, Rotational Bon Apoetit 


Nutrition, 
Rotation Diet 


Rory Zahourek, R.N., M.A. Guided Imagery 

Assistant Clinical Professor 
School of Nursing 
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University of Massachusetts, Amherst 



118 


Mr. Shays. At this time I would call on Mr. Gilman, who is the 
chairman of the International Relations Committee of this House, 
and appreciate you being here. 

Mr. Gilman. Thank you, Mr. Chairman. 

First of all, I want to commend you for providing us the oppor- 
tunity to further pursue this important issue, and I also want to 
recognize the commitment of many of our colleagues on this sub- 
committee in pursuing the issue. 

While I have not benefited from last year’s hearings or actual 
participation, I do share our colleagues’ concern for our Nation’s 
Persian Gulf war veterans and their families. The issue of the Per- 
sian Gulf war syndrome is highly controversial and emotional for 
all of those involved, including the families of the veterans in- 
volved. 

And while we may disagree about the cause of the syndrome or 
even if one all-encompassing disease exists, I think we all agree 
that the Department of Defense’s record on this subject left much 
to be desired. It is simply inexcusable that DOD flatly and categori- 
cally denied the presence of chemical weapons in the Persian Gulf 
war theater, despite evidence to the contrary. It was only after 
being faced with overwhelming evidence that this position was sud- 
denly reversed last summer. 

Likewise, the VA’s position of not having given much attention 
and priority to the possibility of low-level exposures in their med- 
ical research and in our treatment of our veterans, I think was 
short-sighted. In essence, it appears that the VA simply followed 
the lead by the Department of Defense in not considering the possi- 
bility of low-level chemical exposure. 

There are numerous serious questions which do remain. In re- 
cent studies by the President’s Advisory Committee, and two sepa- 
rate university studies have resulted in widely diverse conclusions, 
certainly more research is needed, yet we must guard against 
studying this subject to death. There are numerous veterans who 
are suffering from something that was related to their service in 
the Gulf 

I am concerned that all the studies in the world are not going 
to reveal any magic bullet which will answer all of our questions 
with regard to the cause of the syndrome, yet the Persian Gulf the- 
ater was a highly toxic environment. Whether it was a few chem- 
ical agents or a combination of various factors, we are not certain. 
But in all probability, stress from combat played a role, but I re- 
main highly skeptical that stress is the sole cause. 

One issue which I hope we will be addressing, Mr. Chairman, 
during this or any future hearings, is that of the reported birth de- 
fects in children born to Gulf war veterans, especially those who 
had healthy children born prior to the Gulf war. That issue which 
has not received much attention is one that could safely be as- 
sumed to be totally unrelated to any combat stress. With this being 
said, I again thank Chairman Shays for pursuing this issue. I look 
forward to hearing the testimony of our witnesses today. 

Mr. Shays. Thank you very much, Mr. Gilman, and at this time 
I would call on Ms. Ros-Lehtinen. 

Ms. Ros-Lehtinen. Thank you so much, Mr. Chairman. 
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Although I am not fortunate enough to serve on your sub- 
committee, I wanted to briefly stop by and congratulate you for 
holding a hearing on this important issue. As the wife of a Vietnam 
veteran, our family knows all too well how long it took our Armed 
Forces to recognize the health effects that many of the chemicals 
used in that war had on the brave men and women who fought 
there and served our country well. 

We certainly thought that sad chapter was behind us, yet we And 
ourselves in a new decade once again confronting the bureaucracy 
and slowness of recognizing the effects of different chemicals used 
now in a new combat theater. So I congratulate you for holding the 
hearing, and we hope that — and we are optimistic that good things 
will come for our veterans as a result of your hearings. 

Thank you, Mr. Chairman. 

Mr. Shays. I thank the gentlelady. At this time I would call on 
Mr. Snowbarger, who is a new member of the committee, and is 
also designated to be the vice chairman of this subcommittee, and 
it is wonderful to have you here. 

Mr. Snowbarger. Mr. Chairman, thank you, not only for the op- 
portunity to serve on this committee, but to serve as your vice 
chairman. 

Briefly, I wanted to thank the panelists for their presence here 
today and I look forward to their remarks. I realize that the com- 
mittee has done a lot of work on this issue before, so I am kind 
of coming in at the tail end of some of this. But the importance of 
the topic was brought home again as late as last Friday when one 
of my constituents came to me complaining that he was having 
problems with Gulf war syndrome and was anxious to hear what 
the committee’s work was going to show on his behalf I am happy 
to be part of the committee, Mr. Chairman, and thank you. 

Mr. Shays. I thank the gentlemen, and at this time, Mr. Horn, 
do you have a statement you would like to make? 

Mr. Horn. I don’t have a statement. 

Mr. Shays. Great to have you here. 

Let me say we have three excellent panels, and we are very 
eager to hear from all of them. I think, as most of you know, when 
we scheduled this hearing we thought it would be a slow day in 
the Capitol and obviously it is a very important day with the de- 
bate on the ethics of the Speaker. Arid so this committee will at- 
tempt to adjourn at approximately 12 o’clock. 

Our intention is we will flnish the first panel. We are not going 
to keep you here and have you come back. So our intention is to 
have the first panel conclude, and at the end of that probably ad- 
journ. It could be as late as — excuse me, not adjourn but to recess. 
It could be as late as 1:30 or 2 . But I do suspect that the first panel 
will take all of our time. 

So with that, let me just take care of some House business we 
need to take care of first. 

First, I will be swearing in the witnesses in a few minutes. I 
have been designated by the chairman of the committee since I am 
not officially the chairman of the subcommittee, and that is, pursu- 
ant to a letter of January 16, I have the authority to swear in wit- 
nesses, subject to the approval of Mr. Waxman as well, who has 
concurred. We will be doing that shortly. 
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Before we swear in the witnesses, I ask unanimous consent that 
all members of the full committee be permitted to place any open- 
ing statements in the record, and that the record remain open for 
3 days for that purpose. And without objection, so ordered. 

[The prepared statement of Hon. Mike Pappas follows:] 
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-TESnSIWW OF THE 
HONORABLE MICHAEL PAPPAS 

TO THE GOVERNMENT REFORM AND OVERSIGHT COMMITTEE 
SUBCOMMITTEE ON HUMAN RESOURCES 


Tuesday January 21, 1997 


Mr. Chairman, 


I am absolutely committed to making sure our nations veterans receive a full 
investigation into the effects of the Persian Gulf War Syndrome. Our veterans deserve nothing 
less after the tremendous sacrifice they made during the war and I commend the committee for 
their comprehensive investigation into this terrible sickness. 

Additionally, I am confident that the committee's work will help broaden the public 
knowledge on a wide range of specific issues relating to the syndrome, including the role of low 
level exposures in causing gulf war illnesses and battlefield stress as a factor in causing the 
illness. Furthermore, it is my sincere hope that as a consequence of this new knowledge, the 
government agencies responsible for treatment will better be able to assist our veterans. 

Finally, I would like to thank the group of witnesses that the committee has asked to 
testify. I am sure that their testimony will give this committee and the American people a clearer 
insight into better identifying Gulf War Syndrome. 
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Mr. Shays. I also ask unanimous consent that our witnesses be 
permitted to include their written statements in the record, and 
without objection so ordered. 

At this time, I would officially recognize and ask them to stand. 
Dr. Kenneth Kizer, Under Secretary for the Health Department of 
Veterans Affairs, it is wonderful to have you here; and Bernard 
Rostker, Special Assistant for Persian Gulf War Illnesses, Depart- 
ment of Defense; and also Dr. Donald Custis, also a retired Admi- 
ral. 

I understand that the acoustics here are not too good and if you 
have trouble picking up what we are saying, don’t be reluctant to 
ask any of us to slow down. 

Dr. Custis as well. Admiral, U.S. Navy, retired, member. Presi- 
dential Advisory Committee on Persian Gulf War Veterans’ Ill- 
nesses. 

So we have a wonderful panel, and also we will be swearing in 
Ms. Holly Gwin, who was involved in actually writing the final 
draft of the report as counsel in charge of the report as well. 

And Ms. Gwin, is it your intention to have a statement or will 
you be here to respond to questions? 

Ms. Gwin. Respond to questions. 

Mr. Shays. Therefore, we need to swear all of you in. Therefore, 
if you would stand — I would say we swear even Members of Con- 
gress when they come before the subcommittee. 

[Witnesses sworn.] 

Mr. Shays. For the record, all four witnesses have responded in 
the affirmative. We are going to go in the order in which I called 
you, from left to right. 

Dr. Kizer, it is wonderful to have you here, and I appreciate the 
good work you do for the Department of Veterans Affairs. 

STATEMENTS OF KENNETH W. KIZER, M.D., UNDER SEC- 
RETARY FOR HEALTH, DEPARTMENT OF VETERANS AF- 
FAIRS, ACCOMPANIED BY FRANCES MURPHY, VA CENTRAL 
OFFICE; BERNARD ROSTKER, SPECIAL ASSISTANT FOR PGW 
ILLNESSES, DEPARTMENT OF DEFENSE; DONALD CUSTIS, 
M.D., ADMIRAL, U.S. NAVY (RETIRED), MEMBER, PRESI- 
DENTIAL ADVISORY COMMITTEE ON PGW VETERANS’ ILL- 
NESSES, ACCOMPANIED BY HOLLY L. GWIN, DEPUTY DIREC- 
TOR AND COUNSEL 

Dr. Kizer. Good morning, Mr. Chairman. Having provided rather 
lengthy written testimony, I will keep these comments relatively 
brief 

I would like to make comments in five specific areas. First, I 
would like to note that we believe the VA has a good program to 
deal with the illnesses of our Persian Gulf veterans. It is a com- 
prehensive program that includes providing medical care, con- 
ducting research, granting disability compensation, and conducting 
education and outreach efforts. 

Illustrative of the medical care provided are the following statis- 
tics that indicate over 63,000 registry exams have been performed 
to date; over 187,000 veterans have been seen in our ambulatory 
care clinics; over 19,000 veterans have been hospitalized; and more 
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than 74,000 have been seen in our readjustment counseling vet 
centers. 

Notwithstanding the fact that we believe the VA has a very good 
program, we are continually looking for ways to improve it and 
make it better, and, therefore, we welcome this opportunity to en- 
gage in this ongoing dialog. 

The second area I would like to comment on has to do with the 
notion of a syndrome per se; perhaps I can put a few things in per- 
spective here. 

We believe that Persian Gulf veterans have a diverse array of 
symptoms and conditions that cannot be neatly folded into one di- 
agnosis or one syndrome. We also firmly believe that the veterans 
who seek care from the VA are suffering from genuine illnesses, 
and we are providing treatment for these veterans as illustrated by 
the numbers that I just cited. I would also note, perhaps contrary 
to one of the comments, I don’t recall exactly who made it before, 
many veterans are benefiting from the treatment that is being pro- 
vided. 

Again, I would like to illustrate with some numbers the fact that 
our Persian Gulf veterans’ conditions do not cluster in any one sys- 
tem or disease category. Instead, they span a wide range of ill- 
nesses and diagnostic categories. 

To date, in our registry examination program, over 7 percent of 
the diagnoses have been for infectious diseases; over 14 percent for 
respiratory disorders; 11 percent for gastrointestinal conditions; 7 
percent — 7.1 percent — for cardiovascular or circulatory problems; 
3.4 percent for genitourinary conditions; 13V2 percent for skin dis- 
orders; nearly 5 percent for injury for poisoning conditions; 15 per- 
cent for psychiatric disorders; over 8 percent for neurologic condi- 
tions; and less than half of 1 percent for neoplasms. 

These numbers also help to put in perspective the notion of 
stress. While the VA does believe that some veterans are suffering 
from stress-related conditions, it would certainly be a gross 
mischaracterization of the record and the facts to indicate that VA 
believes that all of these veterans are suffering from stress-related 
conditions. Indeed, just to the contrary. While we believe some are, 
we feel that most are not suffering from stress, per se. 

The third area I would like to comment on briefly has to do with 
a question as to whether the VA listened to the Persian Gulf vet- 
erans. I think the facts are there, indeed, and an objective review 
of the record, will clearly show that VA has been attentive to the 
veterans’ concerns about toxic exposures, including chemical war- 
fare agent exposures. 

This data is illustrated by many things, including the questions 
and design of the uniform case assessment protocol that is used to 
evaluate Persian Gulf veterans, as well as the current registry ex- 
amination protocol. 

Other examples are the research studies that have been funded, 
most of which were funded before information about the 
Khamisiyah incident was reported by DOD; by the establishment 
of the VA Environmental Hazard Centers in 1994; by our collabora- 
tion with Japanese scientists investigating the Tokyo subway ter- 
rorist incident involving sarin, beginning well over a year before 
the data about Khamisiyah was reported by DOD; and, by repeated 
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public comments, some of which have been widely reported in the 
media. Indeed, I can recall being chastised at a hearing by some- 
body else for my comments that were reported in USA Today in 
early March 

Mr. Shays. Just for the record, that was not a hearing before 
this committee. 

Dr. Kizer. That is correct. As I said, it was before another com- 
mittee for comments 

Mr. Shays. We may chastise you for other reasons. 

Dr. Kizer. I am sure you will. 

Just to finish that, I think the record clearly shows both in the 
public media as well as elsewhere that we have been wide open to 
this possibility from the beginning. 

The fourth area that I would comment on really has to do with 
the illnesses and conditions that our Persian Gulf veterans have, 
illustrating both some of the strengths and some of the short- 
comings of modern medicine. Indeed, the practice of medicine today 
continues to be an art as well as a science. The fact that about 
three-fourths of our Persian Gulf veterans have had their condi- 
tions diagnosed as quickly as they have been and with the least 
amount of invasive testing as possible certainly would not have 
been possible 15 or 20 years ago. 

However, today’s medical knowledge does not have all the an- 
swers, and despite the wonders of modern medicine and the illu- 
sion that is often created by television or the movies, many people 
have symptoms and conditions for which there is no clear diagnosis 
or understanding of the disease, and certainly no “magic bullet” of 
treatment. 

I can tell you from my firsthand experience as a professor at a 
university medical center where many complex patients came with 
uncertain diagnoses, uncertain conditions, that that was the norm, 
and many people left the university medical center likewise with- 
out having firm diagnoses established. Likewise, I can tell you as 
a medical toxicologist that medical science certainly does not hold 
answers or the science is not as refined in the area of toxicology 
as we would like. 

This is very clearly borne out by some of the issues and some of 
the questions that you have asked, Mr. Chairman, regarding as- 
sessing individuals for potential exposure to chemical warfare 
agents. There simply is no valid chemical test today to identify 
chemical warfare agent exposures that occurred years ago. You just 
cannot do that because the science does not exist. That is the sort 
of confirmatory testing that both of us would like to be able to do 
on our veterans does not exist. And as I think Mr. Sanders com- 
mented in his opening comments, that really is no different from 
the situation that exists with our agricultural workers or with in- 
dustrial workers who have been exposed to many of the same 
neurotoxins in a variety of other settings in the course of their 
work as well as members of the public who may live near 
Superfund or who live near various other toxic waste sites and 
have developed various symptoms that they believe are related to 
chemical exposures, and in many cases multiple chemical expo- 
sures. 
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We know that many conditions — just to finish this point — we 
know that many of the symptoms and conditions that people have 
today and have received a diagnosis, especially for those who have 
had nonspecific symptoms, may get alternative diagnoses if they 
see other practitioners. Indeed, I would hazard to say as I look at 
the panel it probably would not be a unique experience that you 
may have been to a physician once who told you he wasn’t sure ex- 
actly what you were suffering from or likewise you may have seen 
more than one physician for the same condition and gotten more 
than one diagnosis or impression as to what was causing your 
symptoms. This is not at all unique to Persian Gulf veterans, by 
any means. Likewise, as medical science advances and more tests 
are performed on individuals, we certainly find that diagnoses are 
often refined. 

Just the last point in this regard, I would also note that the VA 
has recognized that forward-looking thinkers usually challenge tra- 
ditional views. Often the forward-looking thinkers have views that 
are at variance with established or conventional thinking. We also 
recognize that such researchers have had difficulty getting their 
unconventional methods or diagnoses or treatments accepted by the 
scientific community. 

Recognizing this fact, the VA has kept an open mind and open 
door. We will certainly continue to listen to and encourage innova- 
tive ideas. The one thing we will require, though, is that investiga- 
tive methods and techniques have to be consistent with sound 
science and ethical principles of experimentation. We simply do not 
believe that veterans can be the focus of experiments. 

Finally, Mr. Chairman, and recognizing that my time is rapidly 
disappearing here, let me comment 

Mr. Shays. Dr. Kizer, we value your testimony and realize you 
won’t always be coming before the committee so there is no time 
restraint on you. 

Dr. Kizer. I was watching the lights. 

Mr. Shays. It helps us get a gauge, so we will put the green on 
again. 

Dr. Kizer. Thank you, Mr. Chairman. 

The last area I want to comment on in this brief opening state- 
ment is the one that you asked me to comment upon and that is 
the studies by Dr. Haley and Dr. Schwartz that were published in 
last week’s issue of the Journal of the American Medical Associa- 
tion. 

In brief, just to summarize those studies, the study by Dr. 
Schwartz and his colleagues was a population-based telephone sur- 
vey of a sample of 2,000 Persian Gulf veterans and an equal num- 
ber of Gulf-era veterans whose home of record was in Iowa. The 
participation rates were high in this study, which is good. About 
76 percent of the eligible subjects participated. 

This study examines self-reported symptoms and their preva- 
lence rates, and used validated algorithms to group symptoms into 
five categories of medical conditions. The study group was found to 
have a significantly higher self-reported prevalence of medical and 
psychiatric conditions, including asthma and bronchitis, post-trau- 
matic stress disorder, depression, cognitive dysfunction, chronic fa- 
tigue, and fibromyalgia. 
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Among these Persian Gulf veterans, these conditions were more 
often reported hy those with self-identified exposures to 
pyridostigmine bromide, chemical warfare agents, pesticides, sol- 
vents, and smoke than those who did not report, or self-report, 
such exposures. 

I would note that this higher rate of self-reported symptoms is 
very similar to the findings of a study that the VA requested CDC 
to conduct some time ago of Pennsylvania veterans. That was pub- 
lished in the June 1995 issue of Morbidity and Mortality Weekly 
Report. 

I would also, Mr. Chairman, if you would indulge me, take this 
opportunity to publicly thank Dr. Schwartz. As is typical of VA 
physicians, most VA physicians are members of university faculty, 
and certainly Dr. Schwartz fits that category. He is one of our staff 
physicians at the Iowa City VA Medical Center and a faculty mem- 
ber at the University of Iowa. I would certainly like to thank him 
for his work, not only on a day-to-day basis with our patients at 
the medical center, but also for his work on this study. 

Likewise, Dr. Haley, who is one of the attending physicians at 
the VA Medical Center in Dallas. I would also like to acknowledge 
and thank him for his efforts on behalf of the patients at the VA 
Medical Center in Dallas where he works, as well as recognizing 
his position with the university there. 

Let me turn specifically to the studies of — several studies, three 
studies — that are reported by Dr. Haley and colleagues in the issue 
of JAMA that I cited. These studies focus on a single military unit 
of Gulf war veterans, the 24th Reserve Naval Construction Bat- 
talion and this to characterize the illness of this group of veterans. 
Dr. Haley administered a detailed questionnaire on symptoms and 
risk factors to 249 of the 606 members of this unit, 41 percent of 
the unit, and through a technique called factor analysis, the inves- 
tigators found six patterns of symptom clusters, indeed six different 
syndromes in this relatively small group of persons. 

I actually, in the interest of time, will forego all of the details 
that were reported, particularly of the studies that focused on the 
23 veterans that were most intensively studied with neuro- 
psychological and neurophysiologic testing. I would just note that 
when the findings were reported by the authors, and the findings 
of the studies were shown to and reviewed by a group of neurolo- 
gists, no abnormality was found. Using some complicated statistical 
methodologies. Dr. Haley was able to identify, in the aggregate, the 
patients from the study group who had more symptoms or abnor- 
malities than the others. 

I would also, in the interest of time, not go through some of the 
specific limitations. We would concur with Dr. Haley in his discus- 
sion of the report and what is published in the journal, that the 
studies do suffer from a number of shortcomings that make it dif- 
ficult to extrapolate the findings, particularly the small sample size 
and the potential problem of selection bias. 

At this point, we are in the process of engaging in further discus- 
sion with Dr. Haley to find out some of the details that were not 
published. So, we will defer further discussion of these issues until 
a later time when we have had the opportunity to go over some of 
these details with him. 
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I would note, though, that we don’t believe that these studies 
provide the definitive answer. They certainly are important. We 
view them as very significant findings, but further research is nec- 
essary to answer questions both raised by these studies as well as 
by others and, likewise, we need to review the findings of these 
studies within the context of what else is known about what may 
precipitate those findings, accepting the findings themselves. There 
is literature that also needs to be reviewed as far as what may 
have caused those specific findings, and that is, of course, a process 
that will continue. 

Let me conclude these comments, Mr. Chairman, by again noting 
that we believe the VA has a good program for dealing with the 
illnesses of Persian Gulf veterans. No one is being turned away 
from care, and while it may take some time for research to provide 
answers to some of the problems that some of our veterans have, 
we will continue to provide the best care that we can while that 
research is being brought to conclusion. 

Likewise, I would just repeat — as I said at the outset — that we 
welcome the scrutiny of our program. The scrutiny has been pro- 
vided by the Presidential Advisory Commission, by the many vet- 
erans’ service organizations that have been acutely interested in 
this subject, by the National Academy of Science and the Institute 
of Medicine that has an ongoing review of the program, by the Vet- 
erans Affairs Committees of both the House and the Senate, by this 
subcommittee, and all of the many other entities that already have 
commented upon and will comment in the future or that will re- 
view this effort. 

Thank you, Mr. Chairman. I would — if I might also just ask one 
procedural question, having not testified before you before. One of 
the things I have noticed in some other hearings is that sometimes 
words may be used differently by different people. You as an attor- 
ney may use a word somewhat differently than I as a physician 
might, and if that arises, I just wonder if you will allow us to make 
sure we are talking about the same thing when words like that 
come up. 

[The prepared statement of Dr. Kizer follows:] 
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Statement of 

Kenneth W. Kizer. M.D, M.P.H. 

Under Secretary for Health 
Department of Veterans Affairs 
Before the 

House Committee on Government Reform and Oversight 
Subconunitteo on Human Resources and Intergovemmentai Relations 
Hearing on Health Issues 
of Persian Gulf War VeterauB 

January 21, 199? 


Mr. Chabman and Members of the Committee, I welcome this 
opportiimt;' to rantlnue the dialogue with you regarding VA’s programs 
related to Peraiiiin Gulf War veterans. In response to your specific request, ' 
Mr. Cftairman., I will coromeiit particularly on VA’s responses to the likelihood 
of low-level ejtiiosure of gome American .troops to chemical warfare nerve 
agents. 


BACKGROUND 


In the way of background, let me reiterate a few points about VA’s 
general response to the health concerns of our Persian Gulf War veterans, 

On August 2, 1^0. Iraq invaded Shwait, and the United States 
responded by .sending American personnel to the Persian Gulf. Ultimately, 
nsarly 700.000 U.S troops were deployed to the Gulf in Operations Desert 
Shield and Desert Storm, After months of tense military build-up in a 
spartan and hostiis de.«>rfc environment in which our troops were 
outnumbered and under constant threat of chemical and biobgical warfare 
attacks, our coalition forces launched an air war and, later, a short ground 
war, defeating Iraq after four days of battle. It is worth emphasising, 
however, tha fc while the war itself may have technically lasted only a few 
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days, the combal environment and associated battlefield stressors were 
present and afFei ted coalition forces for several months. 

Aa you well know, Mr. Chairman, for some Persian Gulf War veterans 
the war did not find when the cease-fire was signed. Shortly after returning 
from the Persian Gulf War, some veterans began to report a variety of 
symptoms and i llnesses. In preparation for ths expected needs of this latest 
group of combal veterans, VA immediately began development of its Persian 
Gulf programs. Tne first component of VA’s comprehensive Gulf War 
response was the establishment of a health care program, the VA Persian Gulf 
Registry health examination program. The Kegis Vy was developed in 1991, 
and Implemented in 1992. It has soatiaued to flu **ion aa a health care access 
program ever since. 

In 1993, at the request of VA, Congress enacted Public Law 108-210, 
giving Persian Gulf veterans special eligibility for VA health care. This 
authority rsmmns operational today. 

In late ;.994, when I joined the Department of Veterans Affairs as 
Under Secretary far Health , VA already .bad a well-established set of 
programs. Since that time, we have worked continuously to improve end 
expand our Persian Gulf programs to encompass a comprehensive four- 
pronged approach, addressing medical care, research, ecmpensauon, and 
outreach and educational issues. We hope that ihrough continuous scrutiny 
and review oi' VA programs these efforts will continue to improve. We are 
addressing the concerns expressed by veterans, veterans service 
organiaatioTiH, and the Presidential Advisory Committee on Gulf War 
Veterans’ Illnesses. Specifically, the Department is reviewing suggestions to 
extend the presumption period for compensation and will present our 
recommendation to the President by March 8, 1997, 
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REGISTRY EXAMINATIONS 


VA pro^icAs Pei-sian Gulf Registiy hsaltii em%nj.nationi and follow-up 
care at ite mediral fadlitieB aationwjds, specialized evaluations at four 
csgioaal Referral Centers aad readjustment and sexual traiiaia saiinselmg to 
Persieri Gulf W:ir veterans. To data, tcore than 68,000 Persian Gulf War 
veterajis have complstea Registry examinations, almorS:- 187,000 have been 
seen in VA aini.uiatory care clinics, more than 19,000 have been hospitalised 
at v'A medirtal fadEties, more than 350 veterans bava received specialized 
Referral Ceate- evaluations, and more than 74,000 have been coimseled at 
VA’b Vet Centers. 


Persian QijJf veterans participating in the Registry examination 
urogram have comraoiily reporte-d. that they suffer from a diverse array of 
symptoms, including fatigue, skin rash, headache, muscle and joint pain, 
memory problisius, shortnesa of breath, sleep disturbances, gastrointestinai 
symptoms, and chest paiu. These symptoms have been treated seriously, and 
have received appropriate medical evaluations, 

To datt-, the diagnoses received by Registry participanta do not cluster 
in one organ Hystem or disease category. Instead, they span a wide range of 
Illnesses and diagnostic categories. To date, 7.1 percent of Registry diagncses 
have been for infectious diseases, 14.4 percent for respiratory disorders, 11.4 
nerosnt for gastrointestiiial conditions, 7.1 percent for cardiovascular or 
circulatory problems, 3.4 percent for genitourinary conditions, 13.5 percent for 
skill disordejs, 4.8 percent for injury and poisoning conditions, 15.1 percent 
for psychiatric disorders, 6.3 percent for neurologic conditions and 0.4 percent 
for neoplasnis. 26.4 percent of Registry participants have not had a definitive 
medical dia^mosis, and 12 percent have had no health complaints. Whiie 
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having no complaints, the latter persons have wished to participate in the 
examination because they were concerned that their future health might be 
affected as a cojisequence of their service in the Persian Gulf War. Seventy- 
three percent of all Eegistry participants have self-reported their health as 
“all right” to ’giKKi.” 

With regard to the possible troop exposure to dwtnical warfare nerve 
agents, the Department of Defense has provided VA with a list of 21,799 
individuals who they have identified as being within 50 kiteneteiB of the 
Khamisiyah Ammunition Storage Area during the demolition period in March 
1991. A computer match of the Persian Gulf Health Examination R^stry 
database with this list identified 1,978 veterans, or approximately 9 percent, 
who had completed Registry esaminations prior to September 1996. A 
preliminary aimpariaon of the examination results of these individuals with 
other Registry participants shows that similar types and rates of symptoms, 
diagnoses, and self-reported health status are being reported, but virtually all 
individuals is this subgroup have reported symptoms at the time of their 
Registry exaniinations. Furthermore, those 81 Registry participants who 
have been identified as part of the on-site Khamisiyah demolition team have 
been diagnosod with musculoskeletal conditions at a higher rate than 
veterans who were ftirther away - i.e., beyond the SO-ltilometer radius or 
general Registry group. This health surveillance data is preliminary and is 
compiled froio evaluations of a non-random, self-selected group of the 
individuals possibly exposed to nerve agents at Khamisiyah. While this 
information gives one perspective, or a partial snapshot, of the health of some 
veterans thought to be present at this site in March 1991, the results cannot 
be geaeralitrtd to the entire Khamisiyah group or considered definitive. More . 
complete inf ormation on the potential exposures, the individual affected, and 
research on the possible chronic health effects of low-level chemical war&ie 
nerve agent exposures are needed. A copy of this compiled clinical data has 
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been pro-vided fc) the Subcommittee. 

At thig point, I should reinforce the points made by past VA wltnesseB 
before this Suboonunittee in noting that the Persian Gulf Registry was never 
mtehfied or designed to be a scientific research study. It is a health care 
access program which was established to assist veterans’ entry into the 
continuum of VA care. Let me emphasize that it is a program to facilitate 
gaining access to care. As such, we encourage all Persian Gulf War veterans, 
symptomatic or not, to get a Registry examination. Furthermore, if Persian 
GyJf ¥/ar vetei ana have health problems that may be related to an exposure 
that occurred during their Gulf service they are eligible for outpatient and 
inpati ent care at VA medical fecilities. 

NO UNIQUE DISEASE EVIDENT AS YET 

While some Persian Gulf veterans have had symptoms that are difficult 
to diagnose or that remain unexplained, there is consensus among 
government and non-govemment physicians and scientists that current 
evidence does not support the existence of a single or unique disease process 
or condition causing the symptoms and problems that Persian Gulf veterans 
have reportec!., Indeed, the recent reports by Haley, et al., that were published 
in the January 15, 1997, Issue of JAMA report sdx difGerent syndromes among 
a group of on ly 249 veterans. 

The results of recently published research studies edso have indicated 
that Persian Gulf veterans are not suffering higher rates of life-threatening 
medical conditions or being hospitalized at higher rates than their non- 
deployed counterparts. Do these things mean that there is no problem and 
that Persian Gulf veterans concerns are being dismissed or ignored by VA? 
The answer is an emphatic "No”. 
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Statements ^out the lack of a Gulf War Syadrome should not be 
misconstrued to mean that VA does not believe the concerns and comidaints of 
Persian Gulf veterans are real To the contrary, we believe that Persian Gulf 
veterans who s(«k care &ojn VA are suffering ffom genuine illnessas and, as 
indicated by thi! numbere previously cited, we are providing treatment far 
these persona. In this regard, I believe I should also comment on some of the 
misperceptions that seem to east regarding VA’s view of the role of stress in 
possibly cauaing symptoms or disease in some Persian Gulf veterans. 

STRESS AS A FACTOR 

As a ph} sician, I find it disappointing that some people have tried to 
equate saying 'hat stress may have an etiologic rols in some of the reported 
illnesses is the same as saying that the symptoms or iUnesses are viewed as 
being imaginaiy or less than real. Indeed, it is hard to believe that in the 
IdSOs anyone would conclude that acknowledgment of the stress response and 
its very real sf quelae somehow implies mental weakness or feigned Illness. 
Such an erroneous ooncluaioa flies in the face of the extensive literature 
showing the normalcy of stress-induced health effbete. 

The stress response is a normal reaction to beir,g introduced into a new 
environment or Immersion in an alien setting. The stress response is real, 
alheit poorly imderstood at the molecular and biochemical level In fact, as a 
species, if we did not have a physiologic response to stress, we would have 
died out long ago. The very real physical effecte of stress In causing heart 
disease or hypertension, In weakening the immune system and the body’s 
natural defenaes, and in causing gastrointestinal malfunction, hormonal 
unbalance, low birth weight and decreased cognitive function are simply 
irrefutable. Conversely, the health benefits of stress reduction, emotional 
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support are also well documented, although even less well understood 
physiologically than the deleterious effects of stress. 

It concerns me greatly that some people seem to waiit to summarily 
dismiss the intersection of mind and body and the undeniable feet that altered 
bodily timotioK tan. be induced by environmental stress. Irresponsible 
statements in tjiis regard perpetuate miseonceptionB and outdated 
stereotypes, and they discourage people from seeking potentially beneficial 
treatment for iiieii" very real, conditions. Someone with stress-induced 
myocardial infsirctiou, hyperthyroidiain or irritable bowel needs treatment for 
their condition every bir as ranch as someone who has th^ .same condition but 
ia whom stress has had less of a contributory role. 

Having .said these things, i should add that this in no way means that 
VA believes tiuit all the symptoms and complaints experienced by Persian 
Gulf veterans me stress induced, That would be just as wrong aa saying that 
none of the hejilth effects are stress-related. We believe that some symptoms 
are sequelae Oi' the stress response and some are not, We have consistently 
and repeatedly stated our belief that multiple factors have caused the 
condition.'! reported by Persian Gulf veterans, and it is disappointing to hear 
how this has been inaccurately portrayed by some people. 

CONTINUING ACKNOWLEDGMENT OF THE POSSIBruiTY OF 
CHEMICAL WARFARE AGENT EXPOSURES 

The record shows quite clearly that VA has always acknowledged the 
possibility thi it Persian Gulf War veterans were exposed to a wide variety of 
conditions and hazardous agents while serving in the Southwest Asia theater 
of operations, including chemical warfare agents. VA's public statements 
have always been clear that all exposures, including chemical warfare agents, 
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were being invustigated. VA’a openness to veterans’ views and concerns is 
also evident in the representation of veterans service organiieations on the VA 
Persian Gulf 'War Expert Scientific Advisory Committee, This openness is 
also reflected i)i our research program and in the design of our case 
assessment prtitocoL 

In 1993, VA designed its clinical uniform case assessment protocol to 
detect clinical idgns and symptoms related to possible nerve gas and other 
neurotoxic expi)surea. Neurologic examinations and cognitive testing were 
part of the ear: iest versions of this protocol. As a consequence, VA diagnostic 
protocols continue to serve as a valid set of clinical guidelines for initial 
screening exaciinations (Phase I) and more comprehensive evaluations of 
difficult-to-dia;piose cases (Phase II). These protocols received positive 
reviews by hig.ily-respected physicians and scientists in the past, and they 
will be reviewed once more later this year by a newly constituted Institute of 
Medicine Committee. 

With regard to these protocols, I should also note that to date, no valid 
diagnostic test has been found to identify chemical warfare agent exposuree 
that occurred .'/ears ago; therefore, no confirmatory test can be performed for 
veterans who wish to know whether or not they were exposed to theae toxins 
during their stavice in the Gulf. The technology to do this simply does not 
exist. This is no different from the situation with agricultural or industrial 
workers who raay be exposed to the same t3T5es of neurotoxins in the course of 
their work or to members of the public who live near toxic waste sites and 
have developed various symptoms that they believe are related to chemical 
exposures. 

In the wake of the recent information regarding the possible exposure 
of service members to nerve agents at Khamisiyah in March 1991, VA has 
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been asked whetber we listened to veterans who reported their belief that 
they had been exposed to chemical warfare agents during their Persian Gxilf 
service^ We believe that there ia andeniable evidence that VA did listen to 
those veterans and did take appropriate action to investigate tldair concerns. 
As one eiample ; jaembers of a Navy Reserve Construction BattaHon unit ftom 
.Alabama, Tennessee, North Camlina, and Georgia reported suffering adverse 
health effects which they attributed to ^osure to chemicaJ warfare agenig 
during their Persian Gulf War service. In response, VA eatablished a pilot 
medicai progra mat the Birmingham VA Medical Center to sval'oate their 
haalfl'i status, As part, of this spedai hsadth-care program, more than 10(1 
vetexaaa were uvaluatad and treated. Veterans with, cognitive symptoms 
received extensive (7-8 hour) aeuropsycho'iogical testing and cHmc.si 
avaluationa, A s another example, within days after the tragic incident of a 
sarin release in a Toiyo subway on March 20, 1995, VA scientists began 
coiiaborative rngaarch efforts with scientists in Japan studying thekurvivcsrs 
of that iftciden.-;, because we believed this would help answer questions 
regarding Psrfiar, Gulf veterans. 


Furthermore, the VA revised Registry eacamination protocol routinely 
asks partidpaats to report the exposures they believe occurred during their 
service in Desert Shield and Desert Storm, including possible exposure to 
mustard gas o r nerve agents, 

In addliioa to these clinical programs, VA research studies 
investigating the prevalence of symptoms and medical conditions among Gulf 
War veterans are designed to determiae whether those symptoms and 
conditiona are- associated with the wide range of reported risk factors, 
including ehe:nicai warfare agents. 
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VA RESEAHCH 


In order to get the best assessment of the health status of the veterans , 
a carefiiUy designed and well-executed research program is necessary. VA, as 
lead agent for federally sponsored Persian Gulf Wax research programs, has 
already laid to foundation for such a research plan in cooperation with DoD 
and HHS, In doing this, we have recognized that forward loolring thinkers 
usually challenge traditional thinldcg; their views are often at variance with 
established or conventional thinking. Such researchers have often had 
difEculty getting their unconventional methods, diagnoses or creatments 
accepted by the sdentiSc community. Recognizing this fact, VA has kept an 
open mind and an open door. We listen to and encourage investigators with 
innovative ide as. although we require that their investigative methods and 
tsdmiques be consistent with sound science and ethical principles of 
iSperimantat : on. 


Under the auspices of the Persian Gulf Veterans Coordinating Board’s 
•Research Working Group, VA has developed a structured research portfolio to 
address the (rorrentiy recognized, highest priority medical and scientific 
issues. YA’s interest In the array of hazards is clearly reflected in the focus of 
the goveJmmt nt’s research program, which includes 90 research projects st 
various stages of pingress in the federal government’s research portfolio. 

More than SC‘ projects are VA-sponsored. The number of projects in different 
focus areas are: 

® 17 epidemiology projects on symptoms and general health 

• 23 prqjects on brain and nervous system function 

* 9 projects on the toxicology of pyridostigmine bromide 

* 9 projects on environmental toxicology, including oil well fire smoke 

• 5 projects on immunology 
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« S pro ects oa leigiimaniasis 
s 6 pro eets on raproduetiYe health Oiitaames 

e 2 pro ieetE on the coairrence of life threatening illness and msrtaUty 
rates 

'• 2 projects oa depleted uraaiaia 

• 8 pro i&sts in a variety of other faciis areas 

• 3 projacts on cbstaicaJ warfare, ageata 

Of thaaa projaBtE, 30 have been completed and have provided us with 
new infonnatiiin on fereian Gulf ■ysterang’ iiiaesses. For exBmpls: 


* VA end TirtD studies demonatrate that although PTSD rates among 
?ers laxi {’half veterans who were exposed to violence and carnage slts 
eleviitwil, post-traumatic siTess disorder does not explain the 
majority of health probbms ia Persian Gulf veterans. 

VA’s mortal-lty study demonstrated liiat Persan Gulf veterans suffer 
froic a small, but significant increased death rate due to injuries 
■whea compared to non-deployed tmlitary veterans. However, this 
study found that Persian Gulf veterans are not experiencing cancer 
or siiious Ufe-tbreateoing diseases at a greater rate than their non- 
deployed counterparts, 

0 DoE’b hospitalization study demonstrates that Gulf War veterans 
still on active duty do not appear to be experiencing illnesses severe 
enough to be hospitalized at a greater rate than their non-deployed 
active duty counterparts. 
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• VA, DsD and HHS studies demonstrate that deployed Persian Gulf 
veterans are experierunng more health symptoms than their non- 
deploj'ed counterparts. 


Specific details about these and other government-sponsored research 
programs are contained in the report Federally Sponsored Itesearch on 
Pergian Gulf Vi^tm-aas’ HlncBBes for 1995 and in the 1996 update i 


As can bo seen from the above, the federal research portfolio addresses 
a wide array of concerns. Contrary to what some people have alleged, only a 
small portion of the govemment’e research has addressed the relationship 
between stress exposure and psychophysiologieal outcomes. Most of the focus 
to date has been on environmental exposures, and most of these ware fimded 
well before the information on Khamisiyah became available. 

The recent report of the Presidential Advisory Committee on Gulf War 
Veterans’ Illnesses recommended that we increase our research efforts in the 
area of the relationship between exposure to stress and physiological 
outcomes. 1 agree with this. This is an important area of scientific 
investigation tliat impacts the Uvea of everyone, civilian and soldier alike. 
One example illustrates this; coronary artery disease is one of the most 
serious pubUc health problems in America, and stress is one of the leading 
risk factors for coronary artery disease, 

Beginning in 1994, VA’s research program ftxmsed on the poasibiliiy 
that Persian Gulf veterans may have been exposed to a class of neurotoxins 
that includes sarin and other chemical warfare agents. At that time, VA 
established three Environmental Hazards Research Centers, each of which 
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are conducting research related to potential neurotosan expoaure reported by 
Teterans, incluiliog chemical warfare agenca. 

Because a care&i!y designed and well executed research pnrgram. is 
■yital to improving health assessments and care fisr veterans, VA has invested 
in more than 11'driy research projects an Persian Gulf vstarans' illnesses being 
carried out natioawide by VA end nc-n-VA university affiliated investigators. 
In 1996, we astablished a fourtii Environmental Hazards ileseareh Center at 
the Louisville i''AMC for investigation of adverse reproductive outcoaies. la 
addition, VA’s Environmental Epidamlology Servica has complated an initial 
Peraian Gulf Veterans Mortality Study as part of a long-term study of this 
issue. The VA “National Health Survey of Pereian Gulf Veterans and Their 
Families” is being carried out by the VA’s EnvironKientgi Epidemiology 
Service. Phas* I, a postal survey of 15,000 Gulf War veterans and a 
comparison gn up of 15,000 Gulf-era veterana, was completed in August 1996. 
The questions m this survey asked veterans to report health complaints, 
medical condit ions, and possible expostires to a wide variety of possible 
environmental agents, including potential nerve gas or mustard gas exposure. 
The response rata for Phase I of this postal survey was good, with an adjusted 
response rate of approadmately 57 percent. Phase II will consist of 8,000 
telephone interviews and a review of 4,000 medical records. Phase II will 
address the potential for non-response bias, provide a more sttdsle estimate of 
prevalence rates for various health outcomes, and verify self-reported health 
outcomes in medical records. The Phase HI examination protocol is being 
finalized and VA hopes to initiate examinations of veterans and their family 
members in Spring 1997. Peer-review is provided by a subcommittee of VA’s 
Persian Gulf War Expert Scientific Advisory Committee. Details of these and 
other govermnent-sponsored research studies are included In the report 
Federally Sponsored Besearch on Persian Gulf Vetera ns Illnesse s for 1995 . 
Copies of this report have been previously piuvided to the Subcommittee. We 
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aantinue to sesrch for answers and to expand our understanding: of the 
complex array of issues related to Persian Gulf veterans’ illnesses. While 
scientific answers are being sought, VA also continues to provide Persian Gulf 
veterEns with needed healtii caxe and other services to reduce their soaring, 

COORDINATING BOARD'S ROLE IN RESEARCH 


In Januijxy 1994, the President established the Persian Gulf Veterans 
Coordinating Board, chaired by the Secretaries of VA, DoD, and HHS, to 
provide Interdtipartmental coordination and direction of federal programs 
related to Persian Gulf War veterans. The Coordinating Board provides an 
inter departmental means to share infcrmation on Persian Gulf War veterans 
health issues, rn allocate available resources to the apparent highest 
priorities, and to disseminate new research information. The Coordinatiisg 
Board has thrc* specific objectives: 

• to ensure that all veterans are provided the complete range of 
healthcare services necessary to take care of medical problems titat may be 
related to deployment in Operations Desert Shield and Desert Storm; 

• to develop a research program that wiU result in the most accurate 
and complete \uiderstandiug of the health problems experienced by PeraiBn 
Gulf War veterans and the factors that have contributed to these problems; 
and 


■ to develop clear and consistent guidelines for the evaluation and 
compensation of disabilities related to Persian Gulf service. 


VA plaj's a central role in the Persian Gulf Veterans Coordinating 
Board througli its participation in the Clinical, Research, and Compensation 
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and Benefits Working Groups. In particular, the Research Working Group 
provides guidance and coordination for VA, DoD awl HHS research atjfdvlties 
related to Persian Gulf War veterans’ health. It coordinates all studies 
conducted or s oonsored by these iiiree departments in order to prevent 
unnecessary duplication and to ensure that important gaps in scientific 
knowledge are identified and addressed. The working group is actively 
involved in directing resources toward high priority questions and monitoring 
the results of federally sponsored research projects. In the past year alone, it 


produced the t wo reports noted earlier 



One example of the Coordinating Board’s proactive role in relevant 
research admiiiistration was its prioritisation of the federal govemment Md 
ncm-govemmejit research proposals submitted for funding ptirsuant to DoD’s 
1996 Broad Agency Announcement. The American Institute for Biological 
Sciences (AIBB) performed peer-review of the 111 proposals submitted. The 
research work! ng group reviewed those proposals Judged scientifically 
meritorious by AIBS and prioritized them according to relevance and potential 
to fill gaps in t ie eodsting Persian Gulf research portfolio. Twelve research 
projects encompassing the areas of reproductive outcomes, toxicology of 
Krridostigmint- bromide, modeling of respiratoiy toxicant exposures from tent 
heaters, neuropsychological outcomes, immune dysfunction, mycoplasma 
infection, leishmaniasis, chronic fatigue, fibromyalgia, and neuromuscular 
fimction were ipven hi^ priority for funding by the research working group. 
On this basis, DoD awarded these grants in 1996. 

Although, as I discussed above, the dimcal and research programs of 
VA have been open to the possihUity of chemical warfare exposure, studies of 
the potential 1< mg-term health effects of bw-Ievel (asymptomatic) chemical 
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warfare agsat smxvxs were not given a Wgb priority prior to the re’.'Blations 
about KbsjEisijaa. This was because military and intelligencs sourcss had 
re}3«5.tediy statue! that ta-sre had Itsea no 'ase, presence, or eridance of 
iitrDosajrti to caafaicai. warfare agents ia tls© theater of operations. DoD’s report 
>sf the battlaSald assessment, combined with a lack of daar-cut clinical 
'riafincfe to support a finding of chenucal warfare espoaurs, led the 
Coordinatijig Board to f'octiB its researah resources on other qusgtionE. 


A vfsy important distinction, to note, howe%»er. is that while exposures 
psT se were not judged to be as high 6 priority of rsssareh as some other areas, 
tile hsaith otitcptnes wMsh coiiid ra.siilt from such, a neurotoxic espoaure were 
gives priority. These ctitcomea isdudad cognitive, nsurologic, and 
asiiroctoiactijar effects. This distinction between not studying exposure but 
St'udjhag exposiire sffsets is a very important point to underatend. This 
deciaion wae supported by cosontittee reports from tlie Institute of Medicine, 
VA PerBian Gulf Expert SdantiSft Committee, the National Institutes of 
Health Technology Assessment Workshop, the Presidential Advisory 
Committee and others. 

When DoD made its June 1996 announcement regarding possible 
exposure of U.H. troops to sarin and cydosarin as a result of the demolition at 
Kxiamisiyah, tlie Coordinating Board immediately began revision of its action 
plan. Through the Research Working Group of the Coordinating Board, VA 
bias developed in action plan to address possible long-tenn health 
consequences (flow-level exposure to chemical warfare nerve toxins and 
nmstard gas. 

The published sdeniific research on chemical warfare nerve agents to 
date has showji that non-lethal, but symptomatic exposures may be associated 
with persistent neurophysiologic test, abnormalities of undear -ilinical 
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iigniScance. E owever, a rscsnt lltea'ature review carried out by independent, 
non-govenmiBr.t and govemment scientists suggests that readily-identiflable, 
loag-teim adverse health effects due to nerve agent exposures occur only in 
aumana who sliow signs of acute toxicity or poisoning. However, I should note 
that the researith in this area is sparse, and the absence of proof is not proof of 
absence. In VA’s judgment, this information does not mean that clinically 
important adverse health effects cannot or do not occur in the setting of low- 
level, asymptomatic nsurotoxin exposures, especially if combined with other 
toxic chemicals or environmental streasors. The Coordinating Board ha® 
recommended 1 hat more research resources be allocated to address this 
question. I strongly agree with this approach. The Research Working Group 
has reconsidm d the matter and intensified its efforts related to possible 
effects of low-level exposures to chemical warfare agents. 

Based on the Coordinating Board’s recommendation, in December 1996, 
$2,5 million was awarded to complete three new, peer-reviewed, basic science 
.research projects in this area. Furthermore, a request for proposals on low- 
level chemical \varfare nerve agents and other hazardous exposures was 
developed by the Coordinatiag Board and published by DaD in the December 
10, 1996, issue of the roTnmBrcp Business Daily . An additional $11.6 million 
from the DoD s ppropriations has been identified to fund, this Broad Agency 
Annotincement (BAA), with at least $2 milUon specifically designated for 
research on investigation of the possible Bssooiation of adverse health effects 
ejnd low-level d lemical warfare nerve agent exposure, A copy of the original 
and amended BAA has already been provided to the Subcommittee. 

While these efforts represent a good beginning, in June 1996, 1 aslced 
VA’s Office of Research and Development to take a completely fresh look at 
these issues. This included asking them to develop a strategic plan for an 
environmental health research agenda that specifically focuses onlow-leval 
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exposures to neuratoidns tiiat might result froiu chemical warfare agents or 
other military situations. This is due to me in February. Liiewise, we are 
organizing an international sdentiJBs symposium that is scheduled for March 
S-7. 1997. thai. bridges potential military and dviliati incidents involving 
exposure to those tj’pes of cheoucals. Given the relative lack of worldwide 
scipntiEc capability for aasassiag these issues In the traditional open and 
peer-.re.'iewed manner in wliicfa the best seiance is carried out, we believe it is 
S83€-iiQal to bring together b multi-discipiinary group of esperta to focus on 
finding iaaovrtive solutions to these perplerdag issues. 


Resears b, related to the. illnesses of Persian Gulf War Tsterang is bi^iy 
comples, and -his is especially sa for the ssivestigation of conceniB related to 
y.iossible iow-iovel .es-pssnre to cheitL’cal warfare agents. VA is committed to 
a'ie.dnv challenges smo. obtaining ine most accurate answers we can. 
toD.csming the health of PGW veterans and their families. 


RECENT REPORTS 


In. this regard, Mr, ChatrsnaR, in your letter of January 9, 1997, you 
requested that i comment on the reports on Persian Gulf War veterans that 
were published in the January 15, 1997, issue of the Journal of the Americar 
Medical Assoriation . We believe the reports by Hsley, et al., and the 
epidemiological survey by Schwartz and colleagues represent notable 
contributions to the research effort underway to better understand the 
illnesses of Persian Gulf veterans. 


The study of Schwartz, et ai., is a population-based telephone survey of 
a sample of 2000 Pereian Gulf veterans and 2000 Gulf-ara veteran controls 
whose home of record was Iowa. Participation rates were high; 76 percent of 
the eligible siibjects participated, I’he study examined self-reported symptom 
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prevalence rate s and used validated algorithms to group symptoms into five 
categories of medical conditions. The study group was found to have a 
significantly higher self-reported prevalence of medical and psychiatric 
conditions including asthina and bronchitis, post-traumatic stress disorder, 
depression, nogaitive dysfdnction, chronic fatigue, and fibromyalgia. Among 
Persian Gulf War veterans, these conditions were more often reported by 
those with seif- identified exposures to pyridostigmine bromide, cheniical 
warfare agents , pesticides, solvents, and smoke than among those not 
reporting such exposures. Tbs noted higher rate of self-reported symptoms is 
sinular to the findings of a study VA requested CBC conduct on a group of 
Pennsylvania veterans that was published in the June 1995 issue of Morbidity 
and Mortality Weekly Renort . 

Haley and colleagues studied a single military unit of Qulf War 
veterans, the 24* Reserve Naval Conetruction Battalion. To characterize the 
illness of this grwp of veterans, Haley administered a detailed questionnaire 
on symptoms and risk factors to 249 (41%) of the 606 members of this unit. 
Through factor analysis, the investigators found six patteima of symptom 
clusters - i.e., (i different syndromes in this small group of persons. The 
predominate sjmptom clusters were reported as being diaracterized by 
impaired cognition, confusion-ataxia, and arthromyoneuropathy. To further 
explore the syn dromes, 23 of the most symptomatic Peisian gulf veterans and 
20 controls underwent extensive neuropsychological and neurophysiological 
testing. A group of neurologists reviewed the cases and were not able to make 
a di£®ciosis. However, a complicated statistical comparison of the aggx^ated 
test results of Ihe study group compared to the control group found evidence of 
subtle neuropsychological test abnormalities and asymmetry and prolongation 
of certain neurophysiologic test parameters. An examination of self-reported 
exposures showed that risk fectors associated with the three mentioned 
syndromes included flea collars for the impair®! cognition syndrome, self- 
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reported or peiccived chemicai warfare and pyridostigmine bromide exposure 

for the confasi'm-ataxia syndrome, and self-reported DEET and 

pyri doatigiTuni! broimde exposure far the arthromyonsinropathy syndrome. 


In addition to noting the findings of these studies, Mr. Chairman, you 
asked VA to discuss the potential signifioanof of this research. We believe 
these studies rre important because they confirm the findings of other 
reaearoh studies that show that Persian Gxilf War veterans report 
significantly more symptoms, than their non-deployed counterparts. On the 
whole, we conitm with the editorial oomment of Dr. Phillip Landrigan that 
accompanied these reports and whicSi was publisiied. in the saine i.?sue of 
JAM A. That is, while we view these studies as important, they do have 
significaat iimltemons. Specifically, they b<;ih rely almoist esciiisively on saif- 
reported symptome and expoeurea which may be aS'ected by rscsiil bias. The 
study of Haley, et ai, also suffers ffom a problem with selection bias which. 
rx)uH potentislly skew the results. Specifically, only 41 percent of the Sesbee 
cohort chose to participate in the study, and an analysis of nonresp-onse bias 
revealed that those who did not respond were less symptomatic than those 
who participa vsd (43% va. 70%). Said in a different way, if a greater 
proportion of the Battalion participated in the study then it is possible that 
the subtle stadstical aasodation that was noted may have disappeared. It 
may not have, as welL la view of these and other limitations, the study 
results shoulii be interpreted with caution. They cenainly can not be 
considered definitive. To better understand the study, we will Jo® seeking 
additional unpublished details directly Scorn Dr. Haley. Having said this, 
though, I would reiterate that we believe these studies are significant, but our 
knowledge of the Persian Gulf veterans' illnesses and their relation to Gulf 
War service is still far from complete. Further research is necessary to 
answer the icyriad new research questions raised by these studies. Of note, 
these questions were anticipated by the Research Working Group of the 
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Persian Gulf V eterans Coordinating Board. A request for proposals which 
was developed by the Research Woriing Group and pubHshed by DoD in the 
Commerce Btisiness Daily on December 10, 1996, will give the Coordinating 
Board a further mechanism for addressing these additional research 
questions. These proposals are due by February 19, 1997. 

CLINICAL TRAINING 

VA was proactive in establishing health-care programs for Persian Gulf 
War veterans. In the immediate post-war period, the medical and scientific 
community had only limited knowledge of the complexity of Gulf War specific 
issues and exposures. Through our clinical and research programs, VA has 
been a leader in the development and dissemination of knowledge on Gulf 
War-related health issues. In order to keep our health-care providers well- 
informed on the latest developments, VA has utilized a wide array of 
communication vehicles including periodic nationwide conference calls, 
mailings, satellite video-teleconferences and anntial on-site continuing 
medical education (CME) conferences. Our initial effiorts were successfiil in 
educating a dedicated cadre of weU-infermed Registry physicians and staff. 
and we will coi\tmue to keep them up-t>data on the latest developments. 
However, I also see an opportunity to improve the understanding of Persian 
Gulf war-relatiid health issues by other medical personnel, My goal is that all 
VA health-care providers will have a working understanding of Gulf War 
catposures and health issues and will be able to discuss with their Persian 
Gulf War patients how these issues could impact on their current or future 
health status. In order to meet this challenge and continue to improve our 
programs, the Veterans Health Administration has developed and will publish 
a self-study Persian Gulf CME program &r every VA physicdan in early 1997. 
We will make this available to non-VA physicians, at cost, as well 
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CONCLL^ION 


In c^jncluding these commeEts, Mr. Chairman, I ahould note that 
PersiaR G-alf ^'ar Teterans are not faceless statistics to VA health care 
personnel -Ibny are American citizens who have answered their country’s call 
to armE and served their nation bravely. We view them as special peopk who 
come to ijs wit!i genuine problems and concerns for their fiiture. Our doctors, 
nurses, therapists and directcrs are dedicated to providing compassionate 
care, eempensation exaraiBatioEs an.d answering questions to the best of 
medical sciencf ’b ability, which I believe we ah agree is not as good as we 
would like ia tiiis area. We will ptiah forward with our programs cooperating 
witli DoD and 3 CHS. If we fall short of the high standards we set for 
ourselves, we will strive harder to achieve our goal of continuous 
improvement. President Clinton has made it clear that no afifort should be 
spared in this regard. In the end, long after the headhnea fade away and 
national attention turns elsewhere, VA will still be there to care far Persian 
Gulf and other veterans. This is our mission. 

In this regard wa are grateful for the assistance provided by the 
Presidential Advisory Committee on Gulf War Veterans’ Illnesses. We 
recognize the cetitxal role they played in the investigation of possible troop 
exposure to sarin and cyclosarin. The recommendations released in the 
Committee's fin al report are very helpftxi and are being studied carefully. As 
the ftesideut hiis directed, VA along with the Departments of Defense and 
Health and Hutaan Services will be preparing an action plan addressing the 
Comtaittee’s recommendations. This action plan, which will be developed 
through the Coordinating Board, will be presented to the President by March 
8 , 1997 . 
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Thank you, Mr. Chairman. That concludes my prepared testimony. I 
will be happy to answer any questions. 
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Mr. Shays. It is essential that we communicate well and I have 
no problem with you asking for clarification. And, frankly, I don’t 
have any problem if you hear someone ask a question of someone 
else and step in if you think we are not communicating. I am not 
an attorney, and I am not offended. 

Dr. Kizer. I am sorry, I apologize. 

Mr. Shays. Dr. Rostker. 

Mr. Rostker. Thank you, Mr. Chairman 

Mr. Shays. Excuse me. I am going to have you lower it down just 
a little bit. It is the one with the long stem that projects your voice. 
The other one is the TV camera. 

Mr. Rostker. Mr. Chairman, thank you very much for the oppor- 
tunity to come before the committee today to explain to you and to 
the American people the very many changes we made in the De- 
fense Department. 

Mr. Chairman, on 12 November 1996, the Deputy Secretary of 
Defense, Dr. John White, appointed me Special Assistant for Gulf 
War Illnesses. This action was part of a broader set of initiatives 
undertaken in September to assess the Department of Defense’s 
Gulf war illness program in view of the recent events to include the 
report that soldiers may have been exposed to chemical agents dur- 
ing the destruction of storage sites at Khamisiyah. 

My mission as the Special Assistant for Gulf War Illnesses is to 
serve as the Department of Defense’s coordinator for all issues re- 
lating to Gulf war illnesses. Two vital aspects of this mission are 
to ensure that we learn everything possible about the suspected 
chemical exposure events which occurred during and after the Per- 
sian Gulf conflict and to promote improved communications with 
Gulf war veterans on the relevant health issues. 

This mission is critical not only because we have a moral duty 
to our veterans but also because we must understand what is mak- 
ing our people sick so that we can initiate the vital changes re- 
quired to protect our forces in the future. We must ensure that 
DOD puts in place all the required military doctrine, plus per- 
sonnel and medical policies, procedures, and equipment so as to 
prevent future repetitions of the problem. 

To quote the President: “I want to assure all of you that we will 
leave no stone unturned in our efforts to investigate Gulf war ill- 
nesses, and to provide our Gulf war veterans with the medical care 
they need. There are mysteries, still unanswered questions and we 
must do more.” 

Mr. Chairman, it is my business to leave no stone unturned. To 
carry out this mission, I have expanded by an order of magnitude 
the Department of Defense’s investigations organization. The origi- 
nal team of 12 is now more than 110 people strong, and they have 
completely revamped the way we do business. We have the inves- 
tigators and analysts necessary to perform a full review of cur- 
rently known incidents, and I have the authority to search out and 
pursue reports of any new incidences. 

My expanded efforts build on earlier work by refocusing and sub- 
stantially increasing the level of commitment. Much of the increase 
is focused on incidents which occurred during the Gulf war, the 
hazardous exposures that may have resulted from these incidents, 
and the broader implications of such incidents. We are doing this 
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with renewed dedication to communicate with all veterans who 
served and fought in Southwest Asia in 1991, including those vet- 
erans who are still on active duty, serving in the National Guard 
and Reserve, and those who have returned to full-time civilian life. 

I have expanded into new areas to initiate proactive risk commu- 
nication strategies with a two-way communication between the 
DOD, the VA, and the Gulf war veterans as recommended by the 
Presidential Advisory Committee on Gulf War Illnesses, the PAG. 
Today, when a veteran calls our telephone hotline to offer informa- 
tion, the veteran receives a followup call and is interviewed by a 
trained investigator who ensures that information is incorporated 
into our case files. 

These call-backs not only provide an in-depth debrief, but for the 
future, a single point of contact between my office and the report- 
ing Gulf war veteran. The process involves the veteran in the in- 
vestigative process in a significant and meaningful way. Our call- 
back teams work on two shifts from 7 a.m. to 11 p.m., Monday 
through Friday. Response from the veterans has been extremely 
positive. 

We also collaborate very closely with veterans’ service organiza- 
tions. For example, on December 11th, we hosted the VSOs at a 
demonstration of the chemical equipment used during the Gulf 
war, particularly the M8 alarm, 256 test kits and the FOX chem- 
ical reconnaissance vehicle. They appreciated the opportunity to be- 
come more familiar with the equipment that has often been written 
about in the press and was the subject of debate in Congress. 

We have initiated a formal structure for our incident investiga- 
tions. We are preparing a series of narratives that summarize what 
we know about such incidents as Khamisiyah, the Marine breach- 
ing operation, operational logs, FOX alarms, for pyridostigmine 
bromide tablets, and every other issue under investigation. These 
narratives will be a status report to the American people of what 
we know, when we knew it, and what actions we plan to take. I 
expect that this will be the basis for us to more effectively address 
the concerns of Gulf war veterans and their families. 

We are building on the major health programs initiated by the 
Assistant Secretary of Defense for Health Affairs, Dr. Steve Joseph. 
Under his leadership, a comprehensive clinical evaluation program 
was established in which more than 38,000 Gulf war veterans reg- 
istered — and those Gulf war veterans who are in active duty and 
in the Reserve components today. The Department of Veterans Af- 
fairs has its own registry with 63,000-plus veterans in their reg- 
istry. 

In addition to forming my organization, the Deputy Secretary of 
Defense generated a number of other important initiatives. In the 
area of research, the DOD has committed to spending $12 million 
to study a wide range of medical issues relating to the Gulf war. 
Further, we are prepared to spend an additional $15 million to 
study the long-term effects of chemical and other hazardous expo- 
sures, including low-level chemical exposures. 

At this time, therefore, I am withdrawing the DOD staff paper 
published on the GulfLINK home page on the Internet which dis- 
counts low-level chemical exposures as the cause for Gulf war ill- 
nesses. In doing this, I note that the PAG concluded and current 
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scientific evidence does not support a causal link between low-level 
chemical exposures and undiagnosed Gulf war illnesses. However, 
the PAG also recommended that additional research be warranted. 
We concur in this assessment and plan to fund the appropriate re- 
search. I approach this subject with a completely open mind, and 
our research agenda is clear evidence to this. 

Dr. White also initiated a review by the Institute of Medicine of 
the DOD clinical health examination protocols in light of the possi- 
bility of chemical exposures; a review by the Army Inspector Gen- 
eral of the military operations at Khamisiyah; and a review by the 
Assistant to the Secretary of Defense for Intelligence Oversight of 
the circumstances surrounding the handling of intelligence data 
concerning Khamisiyah. 

Furthermore, Dr. White requested that the National Academy of 
Sciences provide a mechanism for oversight to meet the President’s 
call for an independent, open, and comprehensive examination of 
health-related issues and assessment of the multiple issues relat- 
ing to the protection of our forces. This is in addition to the PAC’s 
oversight of the investigation into low-level chemical exposure 
events and monitoring of the governmentwide implementations of 
its recommendations. 

Mr. Chairman, I would like to take a moment to comment on 
issues raised by this committee on 10 December 1996, concerning 
its perception that field commanders in the Gulf dismissed what 
soldiers and Marines considered to be valid chemical detections. 
Marine Corps Gunnery Sergeant George Grass, Major Randy 
Hebert, and Army Major Michael Johnson are Americans whose 
service we honor and testimony we welcome. We applaud these 
men for coming forward to describe events about which we are all 
deeply concerned. The clarity and detail of their observations con- 
tributed significantly to our investigations, and we are examining 
each and every one of the incidents they report. Their close, per- 
sonal observations, however, must be taken into the context of all 
of the information available to us as we go forward in our inves- 
tigation. 

As you see from the illustration provided in the handout before 
you, I believe we can, indeed, corroborate one of the initial detec- 
tions cited by Gunnery Sergeant Grass. However, it is important to 
note that the same log that records his initial chemical alert also 
records the action taken in response to that alert and the final de- 
termination that no chemical warfare agents were present. 

Let me be more specific. On 28 February 1991, there is an entry 
in the CENTCOM Chemical Log published on GulfLINK, and 
therefore available for all to review, that reads, and I quote: CWO 
James called: 1st Marine Division has come across an ammo bunk- 
er complex with suspected chemical munitions. The FOX has come 
up with indications of small concentrations of sulfur mustard after 
numerous tests. 

The next day, another log entry states, and I quote again: Chief 
Warrant Officer James calls back. The suspected bunker was 
checked out thoroughly. No chemical munitions was found. In fact, 
we have interviewed the members of the team that checked out 
that bunker and can confirm that from other sources. 
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It is also important to note that the unit commanders did what 
was right and responded appropriately by directing their troops to 
don chemical protected gear, they cordoned off the area, and waited 
for properly trained troops to enter and investigate the bunker. 

While in this case the chemical logs help clear up the issue here 
of the ammo bunker reported to this committee, in other cases the 
same logs identified and confirmed issues we cannot explain. This 
includes the Czech records which United States equipment could 
not confirm, and I would note that the Czech detectors were more 
sensitive than United States equipment, which may help explain 
why we cannot confirm their initial reports. 

In conclusion, we are wholeheartedly committed to find out ev- 
erything we can about Gulf war illness. This is necessary not only 
because it is right for our veterans but also because it is imperative 
for the future safety of our troops. I invite our veterans to assist 
by contributing their own observations to our investigation. They 
may do so by calling our toll-free number, and if I might, 1-800- 
472-6719. We want them to help us become part of our team. 

Mr. Chairman, thank you for allowing me to read this statement. 

[The prepared statement of Mr. Rostker follows:] 
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Stjatesieat. by Dr. Bemar'dl Rostker, Special Assistaxit eo 
tJiG Deputy Secretary of Defease for Gulf War Illness 

Before the House Goveraitesfc Reform and Oversight 
Committee,. Subcommittee on Human Resources and 
In tsr governmental Relations 
January 21 , 1997 

Mr. Chairman, on 12 Wovemiser, 199 6, the I>eputy 
Secretary of Defense, Dr. John White, appointed me 
Special Assistant for Gulf War Illnesses. This action 
was part of a broader set of initiatives undertaken on 
23 September, 1996, to assess the Department of 
Dafsnse's Gulf war lilaes-sss program in view of recent 
events, to include the reports that soldiers may have 
been exposed to chemical agents during the destruction 
of the storage site at Khamisiyah. 

My mission as the special assistant for Gulf War 
illnesses is to serve as the DOD coordinator for all 
issues relating to Gulf war illnesses. Two vital 
aspects of this mission are to ensure that we learn 
everything possible about the suspected chemical 
exposure events which occurred during and after the 
Persian Gulf conflict and to promote improved 
communication with Gulf War veterans on the relevant 
health care issues. This mission is critical not only 
because we have a moral duty to our veterans, but also 
because we must understand what is making our people 
sick so that we can initiate the vital changes required 
to protect our forces in the future. We must ensure 
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thab iX>D puts into place all retired militazy doctrine, 
plus personnel and medical policies, procedures and 
shipment so as to prevent future repetition of the 
problem. 

TO <^ote the President i ■! want to assure all of 
you that we will leave no stone unturned in our efforts 
to investigate Gulf War Illnesses, and to provide our 
Gulf War veterans with the medical care they need. 

There are mysteries still unanswered and we must do 
more." It is my business to leave no stone unturned. 

To carry out this mission I have expanded by an 
order of magnitude the Department of Defense’s 
investigations organization. The original team of 12 is 
now more than a 110 -people strong and X have completely 
revamped the way we do business. He have the 
investigators and analysts necessairy to perform a full 
review of currently known exposures, and I have the 
authority to search out and pursue reports of any new 
incidents . 

ay expanded efforts build on earlier work by re- 
focusing and substantially increasing the level of 
commitment. Much of that increase is focused on 
incidents which occurred during the Gulf War, the 
hazardous exposure that may have resulted from these 



157 


3 

incidents, and the broader isaplications of such 
incidents. We are doing this with renewed dedication to 
coEanmioate with all veterans who served and foaght ia 
Southwest Asia in 1991, including those veterans who are 
still on active duty, serve in the Reserve or National 
euard, and those who have returned to full-time eiviliaa 
life , 


I have expanded into new areas to Initiate a pro- 
active, risk coBBimnication strategy with the two-way 
communications between DOB, the VX and the Oulf War 
veterans as recommended by the Presidential Advisory 
Committee on Gulf War Veteran's Illnesses (FAC). Soday, 
when a veteran calls our telephone hotline to offer 
information, the veteran receives a follow-up call and 
is interviewed by a trained investigator who ensures 
that information is incorporated into our case files, 
'yhese call backs not only provide an in-depth debrief, 
but for the future, a single point of contact between ray 
office and the reporting Golf War veteran. The process 
involves the veteran in the investigative process in a 
significant and meaningful way. Our call back team 
works in two shifts, from Tam to 11pm Monday through 
Friday. The responses from the veterans have been 
extremely positive. 
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We also collaborate -very closely with, -yeteraiis 
service organlzatioas (VSO) . For example, on, December 
11, 1996 we hosted the VSOs at a defflonstracion o£ the 

ehessi-cal eqpaipmeat used during the Gulf War, 
particularly the M8 alarm, 256 test kits and the FOX 
eheaioal jraeoBnaissamea vehicle. They appreciated the 
opportunity to hscome more f ami lrar with the e<parpm,ent 
that has often been written about in the press and was 
the s\^ject of debate in congress. 

we have initiated a formal structure for our 
incident investigations. Me are preparing a series of 
narratives that summarize what wo know about such 
incidents as Khamisiyah, the Marine breaching operation, 
operational logs. Fox alarms, pyridostigmine bromide 
(PB) tablets and every other issue under investigation. 
The narratives will be a status report to the American 
people of what wo know, when we knew it, and what 
actions wo plan to take. 1 e;^ct that this will be the 
basis fo^ us to begin to address the concerns of Gulf 
Mar veterans and their families. 

Wo are building on the major health program 
initiated by the Assistant Secretary of Defense for 
Health Affairs, Dr. Stephen Joseph. Ondor his 
leadership, a comprehensive clinical evaluation program 
was established la which more them 38,000 Gulf War 
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veterans registered - 30,000 veterans have reguested a 
medical examination. The Department of Veterans Affairs 
has entered another 63,000-plus veterans into their 
Persian Gulf Registry. 

In addition to forming my organization, the Deputy 
Secretary of Defense generated a number of other 
important initiatives. In the area of research, the DOB 
has committed to spend $1211 to study a wide range of 
medical Issues related to the Gulf War. Further, the 
DOD is prepared to spend another $15M to study the long- 
term effects of chemical and other hazardous exposures, 
including low-level chemical exposure. 

At this time, therefore, I am withdrawing the DOD 
staff paper published on the GulfLlNK homepage which 
discounts low-level exposure as the cause for Gulf War 
illnesses. In doing this, I note that the PAC concluded 
and current scientific evidence does not support a 
casual linfe between low-level chemical exposures and 
undiagnosed Gulf War illnesses. However, the PAC also 
recommended that additional research is warranted. We 
concur in this assessment and plan to fund the 
appropriate research. I approach this subject with a 
completely open atind. Our research agenda is clear 
evidence of this . 
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Dr. ntu.t:e also iaitiated a review by the Institute 
of Medicine of the DOD clinical health examination 
protocols in llpht of the possibility o£ cbemical 
exposure; a review by the Army Inspector General of 
military operations at Khamisiyah; and a review by the 
Assistant to the Secretary of Defense for zntelliganca 
Oversight of the circumstances surrounding the hand.ling 
of intelligence data concerning Khamisiyah. 

Further, Dr. White reguested that the National 
Academy of Sciences provide a mechanism for oversight to 
meet the President's call for an independent, open, and 
comprehensive examination of health-related issues and 
assessment of the multiple issues related to the 
protection of our forces. This Initiative is in 
addition to the FAC's oversight of the investigation 
into low-level chemical exx>dsure events and monitoring 
of government -wide implementation of its 
recommendations . 

X would like to take a moment to comment on an 
issue raised by this Committee on 10 Itecember 193 $, 
concerning its perception that field commanders in the 
Gulf dismissed what soldiers and Marines considered to 
be valid chemical detections. Marine Corps QySgt George 
Grass, Ma:ior Handy Bebert, and Amy Major Michael 
Johnson are Americans whose service we honor and whose 
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testimony we welcome. We applaud these men for coming 
forward to describe events about which we are all deeply- 
concerned. The clarity and detail o£ their observations 
contributed significantly to our investigations, and we 
axe examining each amd every one of the Incidents they 
reported. Their close, personal observations, however, 
must be taken in the context of all the Information 
available to us as we go forward in otir investigation. 

ks you see from the illustration provided in the 
handout before you, Z believe we can indeed corroborate 
one of the initial detections cited by GySgt Grass. 
However, it is important to note that the same log that 
records his initial NBC alert also records the action 
taken in response to that alert and the final 
determination no chemical -warfare agents were present. 
Let me be more specific. On 28 February 1991, there is 
an entry in the CENTCOH Chemical Log published on 
GulfLXNK that reads "CWO James called: 1st KkRDXV has 
come across an ammo bunker complex (QT75393910) with 
suspected chemical munitions. The Fox (GCHS) has come 
up with indications of small cone . of sulfur mustard 
after numerous tests." The next day, another log entry 
states -^CWO James called back. The suspect bunker was 
checked out thoroughly- -no chemical Bunltlons fo-iind.° 
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xt: Is also is^ortant: ao Dote chat unit conmtaiiders 
did what was right and raspoaded appropriately by 
directiag their troops to doa cheiaical protective geatj 
cordon off the area, amd wait for properly trained 
troops Co enter and investigate the bunker. 

While in this case the chemical logs help clear up 
the issue of the asoio bunker reported to this cimmittee, 
in other cases the same logs identify and confirm 
detections we cannot explain. This includes the Czech 
reports which ns eguipment could not confirm. (Czech 
detectors were more sensitive than US eguipment, which 
nay help explain why we could not confirm their 
reports. ) 

In conclusion, we are whole-heartedly committed to 
finding out everything we can about any factor impacting 

on Qulf War Illnesses. This is absolutely necessary, not 
only because it is right for our veterans, but also 
because it Is iaperative for the future safety of our 
troops. I invite our veterans to assist by contributing 
their own observations to our investigation. They may do 
so by calling our toll free telephone number, 1-800-472- 
S719 and help us by becoming part of our team. Thank You 
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Mr. Shays. Thank you, Dr. Rostker. 

Dr. Custis, we will be happy to hear your testimony. Sir, I am 
going to ask you if you would line up that mike toward you. It is 
a little hard to read because it comes over your paper, but it helps 
us hear. 

Dr. Custis. Mr. Chairman, members of the committee, we thank 
you for this opportunity to appear before you today. We have sub- 
mitted written testimony for the record. As you requested, I will 
now summarize this material. 

First, there should be no question that the Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses recognizes that many 
veterans are experiencing medical problems connected to their 
service in the Gulf war. In the near term, the government needs 
to fine tune some specific efforts in followup clinical care and risk 
communication. Overall, however, we were encouraged, for the 
most part, by the Government’s response to the range of health-re- 
lated problems experienced by Gulf war veterans. 

Regarding research, the committee found that the research cur- 
rently under way places an appropriate emphasis on the epidemio- 
logic studies and stress-related disorders. The broad array of ongo- 
ing research will improve our understanding of Gulf war veterans’ 
illness. 

To close gaps in the current knowledge base, however, we rec- 
ommended additional studies in three specific areas on long-term 
health effects of low-level exposures to chemical warfare agents, on 
the synergistic effects of pyridostigmine bromide with other Gulf 
war risk factors, and on the body’s physical response to stress. 

The committee also noted the importance of continuing to ensure 
that resources are devoted to mortality studies since some health 
effects, such as cancer, would not be expected to appear until a dec- 
ade or more after the end of the Gulf war. 

While all the data are not yet in, the Advisory Committee was 
able to reach some conclusions about the nature of Gulf war vet- 
erans’ illness. In this regard, we made three findings. First, as I 
noted, many veterans have illness likely to be connected to their 
service in the government. 

Second, current scientific evidence does not support a convincing 
causal link between the illness and the symptoms that veterans re- 
port today and exposure to any environmental risk factor of the 
commonly suspected Gulf war risk hazards that we assess. The 
committee conducted a comprehensive review based on results sub- 
jected to peer review of the health effects of pesticides, chemical 
warfare agents, biological warfare agents, vaccines, pyridostigmine 
bromide, infectious diseases, depleted uranium, oil well fire smoke, 
and petroleum products, and psychological and physiological stress; 
and finally, the fact that stress, which is known to affect the brain, 
immune system, cardiovascular system, and various hormonal re- 
sponses, is likely to be an important contributing factor but that 
it is not and cannot be the whole stoiy. 

As you know, the Advisory Committee had one significant caveat 
about the Government’s response related to Gulf war veterans’ 
health concerns. We took strong issue with the Department of De- 
fense’s efforts to assess possible exposures of United States troops 
to chemical warfare agents in the Gulf. An atmosphere of Govern- 
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ment distrust now surrounds every aspect of Gulf war veterans’ ill- 
nesses because of DOD’s mishandling of this matter. This situation 
is regrettable, but it is also understandable. 

Our investigation of DOD’s efforts in this area led us to conclude 
the Department’s early efforts were superficial and lacked credi- 
bility. We found substantial evidence of site-specific, low-level expo- 
sures to chemical warfare agents. Moreover, we found DOD’s inves- 
tigations had been superficial and were unlikely to provide credible 
answers to veterans’ and the public’s questions. 

The Advisory Committee also noted that DOD’s failure to seri- 
ously investigate these issues until late last year also adversely af- 
fected decisions related to funding research into possible health ef- 
fects of low-level exposures to chemical warfare agents. 

Before concluding my oral remarks, I do want to mention that 
during the course of the Advisory Committee’s investigations, we 
judged that the government could do a better job in the future of 
avoiding post-conflict health concerns. Thus, we made several rec- 
ommendations to address the need for better communication, better 
data, and better services. 

Ms. Gwin and I would be happy to discuss committee rec- 
ommendations in greater detail should you have questions, but I 
especially want to note a strong need to improve data collection 
and handling. The government has a significant amount of ground 
to recover with Gulf war veterans and the American public, be- 
cause they have come to question whether a lack of data, for exam- 
ple on possible exposures, on the pre- and post-development health 
care veterans, or on the location of troops in theatre, indicates a 
lack of commitment to veterans’ health. 

In conclusion, Mr. Chairman and members of the committee, the 
Nation has begun to pay its debt to Gulf war veterans in many im- 
portant ways. It is essential now to move swiftly toward resolving 
their principal remaining concerns: how many U.S. troops were ex- 
posed to chemical warfare agents? And to what degree? 

Thanks again for this opportunity to review our work with you. 
We would be happy to answer any questions. I thank you. 

[The prepared statement of Dr. Custis follows:] 
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President Clinton established the Presideniia! Advisory Committee on Gulf War Veterans' 
Illnesses in May 1995 to ensure an independent, open, and comprehensive examination of health 
concerns related to Gulf War service. The Committee, a 12-member panel made up of veterans, 
scientists, health care professionals, and policy experts, held 18 public meetings between August 
1995 and November 1996. We heard invited testimony and received public comment at each 
meeting, 12 of which were held outside the Washington, DC area; for submission of written material, 
the Committee’s official record was held open on a continuous basis. Staff held in-house 
consultations, received briefings, conducted literature reviews, interviewed veterans, and reviewed 
government documents throughout our tenure. We analyzed information on the full range of 
activities specified in our charter — research, coordinating efforts, medical treatment, outreach, 
reviews conducted by other governmental and nongovernmental bodies, risk factors (exposure and 
health effects), and chemical and biological weapons — to reach our findings and recommendations. 
The Final Report presented the Committee's conclusions in three major parts: 

* an evaluation of the government's response to Gulf War veterans' illnesses; 

« an evaluation of available data on the nature of Gulf War veterans' illnesses; and 
» an evaluation of available data on the health effects of Gulf War risk factors. 

Findings and recommendations specific to the needs of Gulf War veterans appear throughout 
the Final Report and are summarized in this testimony. 

The Committee's primary focus was on Gulf War veterans' illnesses, but parallels with the 
health concerns of Vietnam veterans became increasingly obvious over time. Thus, the Committee 
also included in its analysis, recommendations on how to anticipate and avoid post-conflict health 
concerns. 


ADDRESSING GULF WAR VETERANS' ILLNESSES 

Overall, the Committee was encouraged by the government's response to the range of health- 
related problems experienced by Gulf War veterans. Although somewhat slow to act at the end of 
the Gulf War, the government is now providing appropriate medical care to Gulf War veterans and 
has initiated research in the areas most likely to illuminate the causes of their illnesses, The 
Committee identified ways to fine-tune those efforts, but found that, for the most part, the 
government acted in good faith to address veterans' health concerns. 

In the area of outreach, we found the Vet Centers and Persian Gulf Family Support Program 
established by the Department of Veterans Affairs (VA) to be effective outreach programs and 
recommended that these field-based initiatives serve as models for health education and risk 
communication campaigns. 

The Committee agreed with the Institute of Medicine's conclusion that the clinical evaluation 
programs of the Department of Defense (DOD) and VA are excellent for the diagnosis of Gulf War 
veterans’ illnesses. We found some shortcomings in the availability of treatment, particularly with 
regard to mental health and reproductive health, and recommended better follow-up care in these 
areas. 
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The Committee found that the govemraent's research portfolio is appropriately weighted 
toward epidemiologic studies and studies on stress-related disorders that are likely to improve our 
understanding of Gulf War veterans' illnesses. To close gaps in the current knowledge base, we 
recommended additional research in three specific areas: the long-term health effects of low-level 
exposures to chemical warfare agents; the synergistic effects of pyridostigmine bromide with other 
Gulf War risk factors; and basic and applied research on the body's physical response to stress. 

The existing knowledge base, including results from epidemiologic studies of Gulf War 
veterans, data from clinical evaluation and treatment programs for Gulf War veterans, and published 
literature from decades of toxicologic research, enabled the Committee to reach some conclusions 
about the nature and causes of Gulf War veterans' illnesses. We found: 

• Among the subset of the Gulf War veteran population examined in the ongoing 
clinical and research programs, many veterans have illnesses likely to be connected 
to their service in the Gulf 

o Current scientific evidence does not support a causal link between the symptoms and 
illnesses reported today by Gulf War veterans and exposures while in the Gulf region 
to the following environmental risk factors assessed by the Committee: pesticides, 
chemical warfare agents, biological warfare agents, vaccines, pyridostigmine 
bromide, infectious diseases, depleted uranium, oil-well fires and smoke, and 
petroleum products. 

• Stress is known to affect the brain, immune system, cardiovascular system, and 
various hormonal responses. Stress manifests in diverse ways, and is likely to be an 
important contributing factor to the broad range of physical and psychological 
illnesses currently being reported by Gulf War veterans. 

Currently, the extent of service-connected illness among Gulf War veterans is unknown, but 
the Committee anticipates results from the large, population-based epidemiologic studies now 
underway will shed light on this issue. In addition to the government's existing research, the 
Committee also recommended that mortality studies of Gulf War veterans continue, since some 
health effects, such as cancer, would not be expected to appear until a decade or more after the end 
of the Gulf War. 

As noted, the Committee was generally positive about current programs, but we took issue 
with the government's performance in one key area: investigation of possible exposures of U.S. 
troops to chemical and biological warfare agents in the Gulf. We found substantial evidence of site- 
spccitic. low-level exposures to chemical warfare agents. Moreover, we found DOD's investigations 
to date superficial and unlikely to provide credible answers to veterans’ and the public's questions, 
DOD's failure to seriously investigate chemical warfare agent exposures also adversely affected 
decisions related to funding research into possible health effects of low-level exposures to chemical 
warfare agents. Hence, the Committee made the following recommendation: 

• To ensure credibility and thoroughness, further investigation of possible chemical or 
biological warfare agent exposures during the Gulf War should be conducted by a 
group independent of DOD. Openness in oversight activities— including public 
access to information and veteran participation — public notice of meetings. 
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opportunity for public comment, and re^lar reporting are essential Full public 
accountability is critical. 

We believe the government has a significant amount of ground to recover with Gulf War 
veterans and the American public, who have come to question whether a lack of data — on possible 
chemical warfare agent exposures, on the pre- or post-deployment health of veterans, or on the 
location of troops in-theater — indicates a lack of commitment to veterans' health. The Committee 
recognizes that In November 1 996, DOD announced plans to revamp its investigatory and research 
programs related to low-level chemical warfare agent exposure, and we intend to scrutinize these 
efforts in the coming months. 


AVOIDIMG POST-CONFLICT HEALTH CONCERNS 

During the Committee’s evaluation of issues related to Gulf War veterans’ illnesses, it 
became clear to us tha t the government could do a better job of anticipating attd avoiding many post- 
conflict health concerns, generically. Therefore, we recommended that: 

« a Presidential Review Directive (PRD) be issued to instruct the National Science and 
Technology Council (NSTC) to develop an interagency plan to address health 
preparedness for and readjustment of veterans and families after future conflicts and 
peacekeeping missions. The President's Committee of Advisors on Science and 
Technology and other nongovernmental experts, as appropriate, should be asked to 
review the plan 12 months after the PRD is issued and again at 18 months to ensure 
national expertise is brought to bear on these issues. 

We noted that the NSTC's agenda should take into consideration the Committee’s 
recommendations for better communication, better data, and better services. 

Better Communication 

Clearly, the volunteers who serve in defense of our Nation deserve complete and accurate 
information about the risks they face. An open democracy demands that the public, as well, has the 
opportunity to engage in policy debates that accompany the commitment of troops abroad. 

Therefore, the Committee recommended that: 

» DOD and VA immediately develop and implement a comprehensive risk 

communication plan. This effort should move forward in close cooperation with 
agencies that have a high degree of public tru.st and experience with risk 
communication, such as the Agency for Toxic Substances and Disease Registry and 
the National Institute for Occupational Safety and Health. 

• FDA solicit timely public and expert comment on any rule that permits waiver of 
informed consent for use of investigational products in military exigencies. Among 
the areas that specifically should be revisited are: adequacy of disclosure to service 
personnel; adequacy of recordkeeping; long-term followup of individuals who 
receive investigational products; review by an institutional review board outside of 
DOD; and additional procedures to enhance understanding, oversight, and 
accountability. 
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Better Data 

The Committee identified problems related to missing medical records, the absence of 
baseline health data, inaccurate records of troop locations, and incomplete data on the health effects 
of what should have been viewed as reasonably anticipated risks. We noted that, unfortunately, 
many of the health concerns of Gulf War veterans might never be resolved fully because of the lack 
of data. To help prevent similar problems in the future, we recommended that: 

9 DOD officials at the highest echelons, including the Joint Chiefs of Staff and the 
Commanders in Chief, assign a high priority to dealing with the problem of lost or 
missing medical records. A computerized central database is important. Specialized 
databases must be compatible with the central database. Attention should be 
directed toward devel.oping a mechanism for computerizing medical data in the field 
(including classified information, if and when it is needed). DOD and VA should 
adopt standardized recordkeeping to ensure continuity, 

a the Persian Gulf Veterans Coordinating Board and other appropriate departments 
and agencies be charged to develop a protocol to implement the following 
recommendation, which was made in the Committee's Interim Report: Prior to any 
deployment, DOD should undertake a thorough health evaluation of a large sample 
of troops to enable better postdeployment medical epidemiology. Medical 
sufN'eiliance should be standardized for a core set of tests across all services, 
including timely postdeployment foHowup. 

® the government develop more accurate and reliable methods of recording troop 
locations to facilitate post-conflict health research. DOD should make full use of 
global positioning technologies. 

• the government plan for further research on possible long-term health effects of low- 
level exposure to organophosphorus nerve agents such as sarin, soman, or various 
pesticides, based on studies of groups with well-characterized exposures, including; 
a) cases of U.S. workers exposed to organophosphorous pesticides; and b) civilians 
exposed to the chemical warfare agent sarin during the 1994 and 1995 terrorist 
attacks in Japan, Additional work should include followup and evaluation of an 
appropriate subset of any U.S. service personnel who are presumed to be exposed 
during the Gulf War. The government should begin by consulting with appropriate 
experts, both governmental and nongovernmental, on organophosphorus nerve agent 
effects. Studies of human populations with well-characterized exposures will be 
much more revealing than studies based on animal models, which should be given 
lower priority. 

® the government continue to collect and archive serum samples from U.S. ser\'ice 
personnel when feasible. 

0 research on possible causes and methods of prevention of excess mortality from 
external causes among veterans receives high priority. 

® the government consider methods for routinely sampling military populations 
regarding reproductive health so that an appropriate baselme exists for evaluating 
reproductive outcomes following deployment. In particular, DOD should consult 
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with the National Center for Health Statistics and strongly consider implementing its 
National Survey of Family Growth and related methodologies for collecting data. 

• the entire federal research portfolio place greater emphasis on basic and applied 
research on the physical effects of stress and on stress-related disorders. 

Better Services 

Wliile the Nation has long provided care to veterans for service-cormected health problems, 
the Committee identified two areas where we believed the government couid improve such care. 
First, the government continues, unfortunately, to gve short shrift to veterans' legitimate concerns 
about reproductive health. And second, society at large continues to stigmatize mental health 
concerns. Therefore, the Committee recommended that; 

• the government conduct a thorough review of VA's policies concerning reproductive 
health and see.k statutory authority to treat veterans and their families for serv'ice- 
comiected problems. When indicated, genetic counseling should be provided — 
either via VA treatment facilities or referral — to assist veterans and their families 
who have reproductive concerns stemming from military service. 

o the government continue and intensify efforts to develop stress reduction programs 
for all troops, with special emphasis on deployed troops. 

CONCLUSION 

Approximately 697,000 men and women answered the call to serve in Operations Desert 
Shield/Desert Storm, in many important ways — ^through medical care, outreach, and research— The 
Nation has begun to pay its debt to these service members. It is essential, now, to move swiftly 
toward resolving Gulf War veterans' principal remaining concerns: How many US, troops were 
e.xposed to chemical warfare agents, and to what degree? 
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Mr. Shays. Thank you, Dr. Custis. 

First let me ask a question of all of you. Do you have any dis- 
agreement with what the others have said on this panel or any 
clarification or response, anything you have heard so far? 

Dr. Kizer. I would say none that I can think of at the moment. 

Mr. Shays. Dr. Kizer, what mistakes has the VA made in the 
last 6 years with regard to the Gulf war issue and this whole issue 
of the syndrome? Where are the mistakes? 

Dr. Kizer. I don’t know that I would characterize them as mis- 
takes. I think as we have commented on a number of times before, 
and I have testified before, that we feel the research agenda, as far 
as the exposure side, was delayed because of information that was 
provided, I think there is an important point 

Mr. Shays. Provided where? 

Dr. Kizer. Provided by the Department of Defense. 

I think an important point to be made there that has, I think, 
often been overlooked, is that while the exposure, per se, may not 
have been investigated, the effects that such exposure might have 
caused have been the focus of research for quite some time, indeed, 
antedating this whole discussion about the Khamisiyah incident. 

While I can’t speak with any firsthand knowledge about the VA 
in the timeframe that you asked, since I have only been with the 
Department a little over 2 years, I would also note though that it 
would appear that early on, from second- or third-hand impression, 
that the communication, the risk communication side, could have 
been better than it is today as well. 

Mr. Shays. So in essence, the only thing you would describe, and 
you wouldn’t even describe it as, a mistake, is that you relied on 
information from the DOD that said our troops weren’t exposed to 
chemicals or there was not an emphasis on the part of the Depart- 
ment to focus in on chemical issues. Is that fair? 

Dr. Kizer. I don’t think that quite characterizes what I said ac- 
curately, no. 

Mr. Shays. Well, I don’t want to get into a chess game, but I 
want to understand, and we will be here maybe well past 12, just 
to tell the panel. 

I was hoping you might have answered my questions a little dif- 
ferently. You basically said you wouldn’t characterize any of them 
as mistakes, and that is a pretty strong position to take. I mean, 
everybody makes mistakes. So why don’t you say it again in short- 
er terms, and I will try to understand what you are saying. 

Dr. Kizer. We may be referring to two different things. Your last 
comment that I responded to had to do with chemicals in the ag- 
gregate, and what I think you were referring to was chemical war- 
fare agents, per se. 

Many of the research studies have focused specifically on the 
toxicology of pyridostigmine and other chemicals that have been 
the subject of discussion in this whole incident. What I was re- 
sponding to was, as I said, your comment about chemicals as op- 
posed to chemical warfare agents, per se. 

Mr. Shays. Frankly, I don’t care whether it was chemicals or 
chemical warfare agents. I think our troops were exposed to chemi- 
cals, whether defensive or offensive, and the issue I am trying to 
understand is whether you characterize any of what has happened 
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with the VA as a mistake. And your first answer, I think, is fair, 
that you wouldn’t characterize anything that the VA has done as 
a mistake. That is what you said. Is that correct? 

Dr. Kizer. That is correct. And the latter half, we were respond- 
ing to two different things. 

Mr. Shays. All right, let’s go from there. You also said you would 
characterize your reliance on the VA as what? The VA’s reliance 
on the DOD as regards to chemical exposure, and that was offen- 
sive or defensive weapons. How would you characterize your reli- 
ance on the DOD on that issue? 

Dr. Kizer. I think the Coordinating Board and the various other 
entities that looked at this whole question of where in the research 
agenda, or what priority in the research agenda should be exposure 
to chemical warfare agents, rated that as a lower priority than, 
say, the potential toxicity of pyridostigmine or some of the insecti- 
cides or other chemicals that folks were exposed to. In assessing 
this and in fashioning the research agenda, the potential effects 
that these types of neurotoxins would have were addressed. 

The issue of exposure to chemical warfare agents, per se, and in- 
vestigation into that arena, was delayed, and that investigative 
focus was given a lower priority because of the information that 
had been provided by DOD. 

Hopefully, that clarifies what I was saying. 

Mr. Shays. So the bottom line is, because the DOD denied that 
there was any exposure to defensive or offensive chemicals, the VA 
made a determination that therefore our troops were not exposed 
to defensive or offensive chemicals. 

Dr. Kizer. No, I don’t think that at all characterizes what I said, 
Mr. Chairman. 

Mr. Shays. OK. We are going to get at it, and I will just keep 
going at it. I want to understand. I don’t want to be in a chess 
game with you, I just want to understand. So, bottom line, say it 
over again then in a different way. Try to reach this ignorant mind 
that I have. 

Dr. Kizer. Let me try to rephrase it in a way that may make it 
more clear then, Mr. Chairman. The VA has been consistently, and 
certainly during my tenure, as evidenced by a variety of things, 
some of which I referenced during my opening statement — has 
been open to and has been concerned about the exposure of troops 
to chemical warfare agents. 

As far as the specific research protocols that were funded, the po- 
tential exposure was given lower priority than others 

Mr. Shays. Because? 

Dr. Kizer. Because of the information that was provided by 
DOD, although if you look at the nature of the studies that were 
funded, the potential effects that those agents might have were the 
subject of investigation, although the exposure, per se, may not 
have been. 

Mr. Shays. OK. I find it a little disingenuous, after having six 
hearings, to have you suggest that the VA was focused in on expo- 
sure to offensive or defensive chemical weapons. You basically said 
it is a lower priority. A lower priority implies just what it says; it 
wasn’t a higher priority, it was a lower priority, and that was the 
case because of information from the DOD. 
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To say that you are open or concerned is a meaningless state- 
ment, to me. That just means you are open or concerned, it doesn’t 
mean you took action. And to imply there were studies, we have 
had past witnesses come before us and say basically there were no 
studies done. There may have been people out in the field doing 
something, but did not look at this issue; is that right? Did the VA 
direct any of your people to look at offensive or defensive exposure 
to chemicals? 

Dr. Kizer. Again, to try to make this clear to you, Mr. Chairman, 
the issue where we’re perhaps miscommunicating on are the effects 
of exposure and exposure, per se. As I said 

Mr. Shays. I asked a question. I just want an answer to that 
question. Tell me the list of studies the VA directed to be done on 
offensive or defensive exposure to chemicals. 

Dr. Kizer. Again, the list of studies is provided 

Mr. Shays. No; give me a list of studies related to offensive or 
defensive exposures to chemicals. 

Dr. Kizer. I guess I am having trouble communicating the dif- 
ference between exposure and the effects of exposure. As I said, the 
effect that such exposure might produce in human beings has been 
the subject of investigations. 

Mr. Shays. What are those studies? 

Dr. Kizer. The potential exposure 

Mr. Shays. What are those studies? 

Dr. Kizer. Again, if one were to look 

Mr. Shays. Don’t hold up a book. Again, studies dealing with of- 
fensive or defensive chemicals. 

Dr. Kizer. I am at a loss. We’ll be happy 

Mr. Shays. Don’t be at a loss. You are being evasive. 

Dr. Kizer. No, no 

Mr. Shays. Doctor, you are being evasive. I am asking a simple 
question. You want us to believe the VA is doing all these things, 
and I am saying just give me a list. We have had past witnesses 
come before us and say: because the DOD said there was no expo- 
sure, it did not get the attention from the VA. And now you are 
telling me that even though it was a low priority, we still were 
studying it. 

We know for a fact you didn’t even ask the Registry to ask people 
coming before it if they were exposed until 1995. And we asked 
people who work for the VA, including Dr. Murphy, why, and she 
said because the VA and the DOD had said there was not this ex- 
posure, you did not do it. She is shaking her head. She will get a 
chance to come before us. 

The bottom line is, when did you start to ask the Registry to ask 
when our troops were exposed? 

Dr. Kizer. I will defer to Dr. Murphy for the exact date. I believe 
you are mischaracterizing what I have said. 

Mr. Shays. OK. It is all a matter of public record. But the bottom 
line is, when did the VA decide to ask in the Registry whether our 
troops were exposed to chemicals? 

Dr. Kizer. The Uniform Case Assessment Protocol, I believe, was 
established in 1993, and that was used throughout. As far as the 
revised Registry examination, that was formally put in place, I be- 
lieve, in 1995; and we can get the specific date. 
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Mr. Shays. Right. So you didn’t even begin to ask our troops if 
they felt they were exposed to chemicals until 1995. 

Dr. Kizer. Again, I don’t believe that is an accurate statement 
insofar as the Uniform Case Assessment did ask that, and, more 
importantly 

Mr. Shays. Sir, excuse me a second. 

Dr. Kizer [continuing]. Asked about the effects of exposure. 

Mr. Shays. Are you saying before this committee that you asked 
before 1995 whether our troops were exposed to chemicals? Is that 
your testimony before this committee? 

Dr. Kizer. It is my understanding that the Uniform Case Assess- 
ment Protocol that existed prior to my joining the Department did 
explore those issues before 

Mr. Shays. That is not what I asked. I asked specifically. “Ex- 
plore” is too general a word. 

Dr. Kizer. The specific revision of the Registry examination 

Mr. Shays. Doctor, let me say this to you. There are a lot of 
things that you are going to be right on, but at least establish some 
basic point that we can have so we can communicate with each 
other. We have had witnesses who have come before you. 

This is now the seventh hearing, and it is an established fact 
that you were not asking this question early on because the DOD 
told you it wasn’t a problem. That is an established fact. So if we 
cannot at least agree on a basis, we are just going to be dead in 
the water right now. 

Is there a comment you want to make? 

Dr. Kizer. I think it is a comment I’ve tried to say in several 
ways in our short dialog already. The protocol, the specific question 
you are referring to, was developed in 1994. It was formally imple- 
mented in 1995. 

Mr. Shays. Why did it take so long to get an answer out of a 
basic question? It was not formally asked until 1995; correct? I 
mean, it is not a big point. 

Dr. Kizer. I know, and I guess I am 

Mr. Shays. You don’t have to worry whether it is a big or little 
point, you just have to answer the fact, and we will see where it 
goes. 

1995 is the point at which you began to ask our troops if they 
were exposed to chemicals. Is that correct? 

Dr. Kizer. I don’t believe that is correct, sir, because our physi- 
cians were asking the question before that. You asked whether a 
standard Registry examination, whether that was developed in 
1995 

Mr. Shays. I asked whether the Registry required you to ask 
that question, and my understanding is — and I am not going to 
yield this floor until I get this one point; we will be here in spite 
of what happens on the floor, because we are going to get to the 
bottom of this. The reason this is going to be so long is, you cannot 
even establish basic points. 

Now, the question I am asking you is, is it not true that the Reg- 
istry did not ask this question until 1995? 

Dr. Kizer. As I think I have said on several occasions, our physi- 
cians were asking the question. As far as the 

Mr. Shays. I am asking about the Registry 
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Dr. Kizer. That was developed in 1994 and implemented for- 
mally in 1995. 

Mr. Shays. So I will ask the question again. Is it a fact that the 
Registry did not require these questions until 1995? 

Dr. Kizer. Again, physicians performing the Registry examina- 
tions before that time asked those questions. Did everybody ask it? 
I can’t say that they did, no, but it certainly was being asked and 
being explored, and, more importantly, the effects of what those 
agents would cause was being assessed. 

As far as the specific Registry protocol examination, as I have 
said already, that was developed in 1994 and formally implemented 
in 1995. 

Mr. Shays. So the Registry did not require those questions until 
1995. Is that not correct? 

Dr. Kizer. It is not clear how what you are saying and what I 
am saying are different. 

Mr. Shays. You don’t have to worry about it; you don’t; all you 
have to do is answer a question that is quite simple. 

Dr. Kizer. I stand by my answer. 

Mr. Shays. So the answer is, the Registry did not have to do it 
until 1995. Is that correct? 

Dr. Kizer. Again, the Registry protocol we’re talking about was 
developed in 1994 and implemented in 1995. 

I don’t understand what the problem is. 

Mr. Shays. Why are you so reluctant to answer that question? 
Why is that such a big deal to you? 

Dr. Kizer. Because I am trying to answer as completely as pos- 
sible. 

Mr. Shays. You are trying to be evasive. 

Dr. Kizer. I am not trying to be evasive, Mr. Chairman. 

Mr. Shays. You are playing a chess game and being evasive. 

Dr. Kizer. I beg to differ with you respectfully, sir. 

Mr. Sanders. With the chairman’s kind indulgence, let me pick 
up on your general line of questioning. 

It is now recognized that some of our soldiers may have been ex- 
posed to chemical warfare agents. We agree on that, right? 

Dr. Kizer. Yes, it has been our position from the outset. 

Mr. Sanders. All right. In addition to that, it is generally recog- 
nized that our soldiers were exposed to heavy use of insecticides 
and repellents. They were exposed to leaded fuels used for heating 
and dust mitigation. They were exposed, some of them, to radioac- 
tivity from depleted uranium shells fired at Iraqi tanks. Many of 
them were exposed to very dense smoke from oil well fires when 
Saddam Hussein set the Kuwaiti oil wells on fire. They were ex- 
posed to parasites that cause a chronic infection, and they may 
have been exposed to the side effects of troop inoculations in com- 
bination with the taking of experimental antinerve gas drug, PB. 

Do you agree with that, all of that? 

Dr. Kizer. I agree there was variable exposure to the list of 
things that you mentioned. One of the difficulties throughout this 
thing is knowing exactly who was exposed 

Mr. Sanders. I understand that. But you will not disagree, there 
was a chemical cesspool and more or less some of our soldiers were 
exposed to some or all of those agents. Is that fair? 
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Dr. Kizer. Yes. I think, as reflected by our research agenda as- 
sessing all of the things that you mentioned, that that is a fact, 
that we have tried to assess that further, because we believe that 
those exposures were real. 

Mr. Sanders. OK. Mr. Chairman, I am reading from a document; 
it is called “Treatment Protocol: A Biopsychosocial Therapeutic Ap- 
proach for the Treatment of Multiple Chemical Sensitivity Syn- 
drome in Veterans of Desert Storm,” by Dr. Myra Shayevitz, physi- 
cian at the Veterans Administration, dated May 5, 1995. 

First paragraph: “Experience at North Hampton Veterans Med- 
ical Center has led us to believe that the unexplained health prob- 
lems of some Persian Gulf veterans may relate to the combination 
of chemical, physical, and psychological stresses unique to the 
Desert Storm operation. Veterans seen at our facility and else- 
where have complained repeatedly of multisymptom symptoma- 
tology, including overriding fatigue, memory loss, joint pains, loss 
of concentrating ability, depression, headache, rash, cough, and ab- 
dominal pain. This symptomatology is remarkably similar to the 
syndrome which has been labeled ‘multiple chemical sensitivity.’ 
MCS is a condition in which multiple symptoms occur in multiple 
symptoms of organs of the body as a result of exposure to chemi- 
cals.” 

Now, according to Dr. Burton Shayevitz, who is Myra Shayevitz’ 
husband and also a physician, I believe at the VA, this treatment 
protocol was presented to a House subcommittee in 1993, to the 
NIH Symposium on Persian Gulf Syndrome in 1994, cleared 
through a VA scientific advisory board in 1995, and subsequently 
derailed at the VA central office by the newly appointed chief med- 
ical director. Would that be you? 

Who is the chief medical director? 

Dr. Kizer. Well, that is the former title of my position, but I can 
tell you, if that is what the testimony was, that is incorrect. 

Mr. Sanders. You have here — this is not important. This is a 
protocol done by a physician in North Hampton, MA, employed by 
the Veterans Administration. Are you familiar with it at all? 

Dr. Kizer. I don’t know that I’ve read that specific document. 

Mr. Sanders. Are you familiar with her work? 

Dr. Kizer. I’ve heard of her work, yes. 

Mr. Sanders. I don’t want to see us in an adversarial position. 
I mean, let’s be frank. I have enormous respect for Secretary 
Brown. He is one of the important and good government officials 
we have. I have no doubt everybody up there wants to see us get 
to the root of this problem. We are on the same side, so let’s not 
be playing games and let’s not get defensive. We are on the same 
side here, and I am appreciative of the changes we may be seeing 
in the Department of Defense as well. 

I have a simple question. Picking up from the chairman’s line of 
questioning, given all of this exposure and given the presumption 
that some of it may have been synergistic — people are affected with 
more than one thing — can you tell us how many diagnoses you 
have made, the VA has made: OK, he is sick because of overexpo- 
sure to a variety of chemicals? Do you have that diagnosis? Are 
there any patients who have been diagnosed in that regard? 
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Dr. Kizer. I don’t have the specific number you are referring to. 
As I stated in my testimony, somewhere around between 4 and 5 
percent of patients have been diagnosed with conditions that were 
related to toxic exposure or injury. Many of the other conditions 
may well have been in part due to that. 

Mr. Sanders. Give me some examples of men and women who 
were exposed. How were they exposed? How did you diagnose 
them? Five percent is a big number. Give me a couple of examples. 

Dr. Kizer. I’m not sure I understand what you are asking. 

Mr. Sanders. OK. You said 5 percent of folks were diagnosed as 
being exposed as a result of toxic injury. Is that what you are say- 
ing? 

Dr. Kizer. That is if you look at the aggregate of the nearly 
63,000 Registry examinations. If you look at the breakdown by di- 
agnostic category, you see somewhere between 4 and 5 percent. 

Mr. Sanders. OK. Give me some of the factors that led to toxic 
injury. What do you mean? 

Dr. Kizer. Again, I think that what we ought to do to make that 
more precise is go back, and I can give you that specific diagnosis 
by pulling direct records that would more completely answer your 
inquiry. 

Mr. Sanders. I am not sure what it means. You said you diag- 
nosed several thousands. I am not being argumentative. 

Dr. Kizer. No; I am just saying perhaps Dr. Murphy would like 
to comment on some of the specific diagnoses that have been given. 
We can provide you more complete information. I don’t have that 
information. 

Mr. Sanders. Have you diagnosed anybody who might have been 
made ill as a result of exposure to the bad air from the burning 
oil wells or the inoculations they may have received? 

Dr. Kizer. I am sorry, I missed part of your question. 

Mr. Sanders. Is there any soldier who has been diagnosed as 
being made ill as a result of exposure to the bad air from the oil 
wells or the inoculations they received? 

Dr. Kizer. If one is diagnosed with, say, bronchospasm, tight- 
ening of the airways, as what’s seen in asthma that was due to the 
chemical-resistant paint, that is the sort of thing we are talking 
about, or an example of the sort of thing we are talking about for 
example, bronchitis due to oil well smoke, sinusitis from 

Mr. Sanders. You have diagnosed people as having been made 
ill as a result of the smoke of the burning of the oil wells? 

Dr. Kizer. That is my understanding, yes, sir. 

Mr. Sanders. OK. My last question. Dr. Kizer, would be, if you 
have physicians who are already within the VA system who have 
treated people under the diagnosis of multiple chemical sensi- 
tivity — and my strong understanding of their therapeutic approach 
to the treatment is that it does not have side effects, it is good diet, 
trying to get people away from toxicity; it’s not going to make you 
worse; it is not like using an experimental drug — why aren’t you — 
you made a good point, you don’t want to see veterans being guinea 
pigs, but if we have a treatment that is nontoxic, it doesn’t make 
people sicker. You have some physicians who have treated tens of 
thousands of people that way with good results. We have names of 
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people today who are successfully treating people who are over in 
the Persian Gulf. Why aren’t we moving faster in that direction? 

Dr. Kizer. Well, I think the point you are addressing is wheth- 
er — with regard to Dr. Shayevitz, whether her study was funded or 
whether as part of treatment these things are being done. And her 
study was not funded, as I think you know. We have hired a — what 
might he called a methodologist, someone to help her design a 
study that will provide the most reliable results to help her develop 
an investigative protocol 

Mr. Sanders. She is no longer with the VA; I think she gave up 
on that. 

Dr. Kizer [continuing]. That could be funded. 

The issue of whether patients are being encouraged as far as 
changing their diet, stress reduction, or any number of other 
things, that is occurring in lots of places throughout the VA as part 
of treatment. 

Mr. Sanders. I guess what I am suggesting is, science is a funny 
thing; 30 or 40 years ago doctors were on television advertising the 
cigarettes they smoked; breast feeding was thought to be a terrible 
thing for mothers and babies; and many physicians out there are 
treating civilians who are overdosed by toxins in our air, food, and 
so forth and so on. 

It is a nondangerous form, the treatment. Maybe it is wrong, but 
it would seem to me, on behalf of thousands of Gulf war veterans 
who are suffering, not to allow them to take advantage of this non- 
dangerous type of treatment is unfortunate. Can you give me some 
assurance that we will be looking at that approach? 

Dr. Kizer. As I said, those sorts of things are occurring to vary- 
ing degrees. As far as investigative studies that would look at 
whether that should become a standard part of treatment, those 
studies need to be looked at as far as methodology that would give 
us a good answer. 

Mr. Sanders. See, one of the problems where serious physicians 
get discouraged; they bump into walls like that. You can defeat any 
proposal you want by saying it is not peer reviewed, and there are 
people who have a different approach, and I would hope, on behalf 
of thousands of people who are sick, we will overcome that resist- 
ance. 

Mr. Shays. Mr. Horn. 

Mr. Horn. Thank you very much, Mr. Chairman. I commend you 
and the ranking member for this series of hearings and I have 
found the exchange this morning very fascinating. 

Just to get this out, I am not going to pursue it, but I have a 
tendency to write down conclusions as I listen to testimony, and 
Dr. Kizer’s testimony — tell me if I am right or wrong — with some 
exceptions, the VA was not as focused as it should have been based 
on the DOD history which it received. Is that a fair statement? 

Dr. Kizer. I think what you are alluding to is, the priority given 
to researching the exposure to chemical warfare agents was not 
given as high of a priority as it might have been given if different 
information would have been provided. 

Mr. Horn. It seemed to be a nonproblem coming out of the Pen- 
tagon during the early years after the war. Is that what you have 
concluded? 
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Dr. Kizer. The answer is yes. They said this is not a prohlem. 
Indeed, referring back to comments I had made and others had 
made, when we questioned that, we were very strongly apprised 
that that was not the case, and I think as were a number of other 
groups that looked at this. And so the research specifically into the 
exposure side was given lesser priority, and I think that is what 
you are saying. 

Mr. Horn. As I listened to this testimony, I wanted to find out, 
what is the extent of the VA data base on its patient clientele? Is 
there a national data base where all the veterans’ hospitals input 
data as to symptoms and the rest? 

Dr. Kizer. Yes, that’s correct. 

Mr. Horn. There is a national data base. 

Dr. Kizer. There is. We also get the data from DOD as well. 

Mr. Horn. Now, as I look at the symptoms on page 3 of your tes- 
timony, those are pretty general symptoms. As you describe it in 
paragraph 2, a diverse array of symptoms including fatigue, skin 
rash, headache, muscle and joint pain, memory problems, shortness 
of breath, sleep disturbances, gastrointestinal symptoms, and chest 
pain. I think everybody feels they have had that going through col- 
lege almost, one or the other, two or three or four, depending on 
how nervous they get before a test. 

Dr. Kizer. Certainly you get them before appearing before this 
committee. 

Mr. Horn. They are pretty general. Yes, the administration wit- 
nesses and sometimes Members on the other side of the table. 

Were any tests run on your data base as to symptoms of those 
that served in the Persian Gulf war, those that were in the affected 
area? Because we didn’t know what the affected area was until 
more recently, and those in the military or those veterans of the 
Second World War, the Korean and Vietnam wars, where your data 
base showed these symptoms, one, two, three, four, or more, was 
there any analysis like that done? Could there have been any anal- 
ysis like that done, which would focus in on where you were in the 
Persian Gulf war, if they knew where they were in a vast desert? 

Dr. Kizer. Well, you raise three questions, if I might address 
them. One, the listing that is given to you is a compilation of many 
specific diagnoses, and we’ve tried to lump them into categories. 

If you went back and looked at that 14.4 percent of this and 15.1 
percent, whatever, you would find lots of specific diagnoses. So that 
is, I just want to make sure that you understand, as I suspect you 
do, that there is much greater specificity within those categories. 

The issue about whether these symptoms are the same as might 
have been experienced with Vietnam or the Korean Conflict or 
World War II veterans, the degree of data and rigor that is avail- 
able from earlier times is not as good, and we have to rely on that 
historical base. 

But on comparing the grouping of diagnoses among Persian Gulf 
veterans compared to, say, Vietnam veterans, there are differences, 
and those have been noted, and things have previously been pro- 
vided to this committee and other committees as well where there 
are some of those differences. 
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For example, fatigue is much more commonly expressed among 
our Persian Gulf veterans than it was as a symptom in Vietnam 
veterans. 

The third point 

Mr. Horn. OK. Go ahead. 

Dr. Kizer. The third point, and it really is a very important one 
that I’ve testified about on numerous occasions before other com- 
mittees, is the potential of having the specific information you 
noted. 

If we note that veterans in the aggregate have specific symp- 
toms, what we really need to know is — and it goes back to part of 
what Mr. Sanders was asking — where were they at a particular 
time? And then we can try to connect the exposure, oil well fire or 
depleted uranium, of any of those other things, with their specific 
symptomatology and do those sort of comparisons. 

Again, this is an area where we have to rely on the Department 
of Defense to provide us that data, and, to date, they have not been 
able to provide us with the geographic locator study pinpointing ex- 
actly where individual veterans and units were at a point in time 
so we can do that sort of symptom and site potential exposure as- 
sessment that ultimately does need to be done. 

Mr. Horn. Well, if you are using a national data base and you 
said, OK, let’s search for data where one person has four of these 
nine symptoms or seven of these nine symptoms early on in this, 
how many people coming into a VA hospital would it take before 
it started triggering some real concern that we’ve got a certain 
group here that has four of these symptoms, seven of these symp- 
toms, whatever, and then we work backward and know we’ve got 
a problem coming through the door? This is a client analysis, if you 
will. Was that done before 1995 in any way? 

Dr. Kizer. Yes, indeed, it was done. In fact, a Registry examina- 
tion, designed as a health access vehicle, was designed in 1991 and 
implemented in early 1992, and that was the first — I forgot the 
word that you used, but it was the first program put in place by 
the VA to help our veterans gain access to the system where those 
diagnoses could be made, treatment could be rendered, and that 
sort of analysis that would be a basis or a platform upon which 
more rigorous analysis could be done. 

Mr. Horn. What is the earliest the VA knew there was a prob- 
lem here even if the Pentagon said there wasn’t a problem? What 
is the earliest your data says we have got 100, we have got 500, 
we have got 1,000? Were there any numbers of that size? I am in- 
terested in something in the future, not making the same mistake. 

Dr. Kizer. Having not been with the Department at that point 
in time, I can’t speak from firsthand experience. It was my under- 
standing that shortly after the Registry started to be done, there 
was a recognition there was a problem, albeit ill-defined at that 
time. 

Mr. Horn. I note that you noted in the committee’s recommenda- 
tions a computerized central data base is important. Now, are you 
referring to the VA or the Pentagon data base? And to what degree 
did your committee examine what the data base was in the Pen- 
tagon in terms of the medical services? And again, can that flow 
in from the various medical facilities of the relevant services? 
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Dr. CUSTIS. I will refer to Ms. Gwin, but to my knowledge there 
was no data base available to the committee prior to 1995 when all 
parties started to become more concerned about having ignored the 
possibility of low-level exposure. 

Mr. Horn. Well, was the committee referring to the VA when it 
said a computerized central data base is important, or were they 
referring to the services? 

Ms. Gwin. What we hope to see eventually is a centralized data 
base that would enable a sort of transparent exchange of records 
between the military services and the VA, so that people’s health 
records are available throughout their tenure in the Government 
health services systems. 

Dr. CUSTIS. I am sorry, I misunderstood your question. The com- 
puterized data base is now under development and is not a finished 
product. 

Mr. Horn. In the Department of Defense. 

Dr. CusTis. A data base that is common to both the Department 
of Defense and the VA, so that it is mutually interchangeable. 

Mr. Horn. OK. In the committee’s deliberations, did they inter- 
view any of the doctors who were in the field, and how close were 
M.D.’s to the action that we know that Khamisiyah occurred? 

Dr. CusTis. In addition to full committee meetings and panel 
meetings, there were also site visits to VA hospitals and military 
hospitals, and at the time of those site visits, there were numerous 
interviews with physicians involved in doing the examinations. It 
was the impression of those of us 

Mr. Horn. Well, excuse me; examinations at what point? I mean, 
did anybody have these symptoms during the Persian Gulf war? 
Realizing it was 100 days and all that, when did they actually first 
know in terms of the medical staff of, let’s say, the Army, and how 
close were they to people who might have been exposed to this situ- 
ation while the aftermath of the war, the oil fumes and all the rest, 
were being cleaned up? 

Dr. CUSTIS. I can only respond to your question in a general way. 
As to specifically how many were aware of symptoms during the 
Persian Gulf, others might be able to answer that. It’s my impres- 
sion that few, if any, were sick at that time. This is a delayed onset 
illness characterized as veterans’ so-called syndrome. 

Mr. Horn. So your committee did interview some of the medical 
personnel who were in the area. 

Dr. CusTis. No; the medical personnel were conducting the ex- 
aminations of veterans who were registering, who were being ad- 
mitted to the Registry. 

Mr. Horn. See, I am talking about military medical personnel in 
field hospital. 

Dr. CUSTIS. We also did that. I remember quite vividly Dr. 
Dunn’s testimony, who was the physician who recognized 

Mr. Horn. Something is wrong. 

Dr. CusTis [continuing]. In the soldier who had been exposed to 
mustard gas. 

There were other physicians who had served in the Gulf who 
came before the committee and testified. 
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Ms. Gwin. We did both take testimony from and conduct inde- 
pendent interviews with medical personnel who were in the field 
during the war. 

Mr. Horn. You mentioned in your testimony, Dr. Rostker, about 
the Czech masks being better than our masks in terms of detection 
and protection. 

Mr. Rostker. No; what I said 

Mr. Horn. Did I hear you wrong? You said Czech detectors were 
more sensitive than United States equipment, which may explain 
why we could not confirm 

Mr. Rostker. That is correct. 

Mr. Horn. And this is not masks, just other equipment in the 
field. 

Mr. Rostker. The Czechs were actually hired by the Saudi 
Arabis to provide detection. They had equipment that had been de- 
veloped for use by the Warsaw Pact. I once called it sophisticated, 
and I was corrected. It is much more sensitive but not very sophis- 
ticated equipment. And they did make detections which we believe 
are valid detections. When we sent FOX vehicles out, the detection 
equipment would, and this would occur several hours later. The 
equipment we had was not as sensitive as the Czech detectors. So 
at the low levels, we may well have missed something that the 
Czech detectors had found. 

Mr. Horn. Has the Department of Defense remedied their infe- 
rior problem and bought Czech equipment? 

Mr. Rostker. Well, we haven’t bought Czech equipment, but we 
have been looking at the equipment we use and improving their 
sensitivity. 

I think an open question which we are prepared to address is the 
issue of low-level chemical monitors on the battlefield, and, in that 
regard, I would point out that, as best we know, the Czech detec- 
tors went off over a limited number of days in January and then 
did not go off again. We’re going to work with the Czechs to make 
sure that that statement is correct. 

But as a low-level chemical detector, the Czechs certainly had 
the most sensitive equipment on the battlefield, that’s correct. 

Mr. Horn. I think Members of Congress tell their constituents 
and pride themselves that our Army is the best equipped in the 
world. Would you say this is a weakness in this area that needs 
to be remedied? 

Mr. Rostker. Yes, I would. The detectors that we had were sen- 
sitive to lethal doses. The famous M8 alarm was sensitive to lethal 
doses of sarin. The replacement alarm is sensitive to not only sarin 
but mustard gas. 

So we have a concerted effort which will be expanded through my 
efforts to make sure we learn the lessons and we put in place that 
equipment that is necessary to protect our troops in the future. 

I might add that in general the degree of environmental moni- 
toring that, for example, is going on in Bosnia today is much supe- 
rior to what went on in the Gulf, and yet we can make further im- 
provements and we are learning lessons even from Bosnia. 

Mr. Horn. Mr. Chairman, if I could suggest the staff to followup 
with the Department of Defense and make sure the equipment is 
being ordered in the current fiscal year, not waiting for the next 
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fiscal year, that we program the necessary funds to have the detec- 
tors should they be called on to be used somewhere around the 
world. 

Mr. Shays. Thank you. 

I now call on the ranking member, Mr. Towns. 

Mr. Towns. Thank you very much, Mr. Chairman. 

Let me begin by saying something I said in the last Congress, 
that we view this as a very important issue, and we are not going 
to go away, we are going to stay here, we are going to deal with 
it. 

I made the comment then that I would return and would con- 
tinue to pursue this issue, and we are going to continue to pursue 
it. I would hope that we would recognize that this is a problem we 
all must work together to solve, which means that we must be open 
and honest with each other. We must share because there might 
be some things that we need to do on this side, and we want to 
do that to make certain we have the answers. 

Let me begin with you. Dr. Rostker. In your testimony you stated 
that the Department of Defense has expanded its task force from 
12 to 110, which seems to be a lot. Why so many? 

No, that is not really my question. Can you tell me what these 
additional people would be doing? 

Mr. Rostker. Sure. Let me first say the team that was in exist- 
ence, the 12 , were completely overwhelmed by the reality of 
Khamisiyah. They were bogged down in the administrative details 
of writing testimony, of responding to congressional inquiries, and 
responding to the press. They were so bogged down, they were un- 
able to examine anything about Khamisiyah, and even I^amisiyah 
not as robustly as they should have. I think that is a conclusion 
that the PAC will come to, and it is a conclusion we basically 
share. 

It was in September that Secretary White asked me to assess ev- 
erything we were doing, because we had come to the uncomfortable 
realization that the efforts that were being put forth were clearly 
not appropriate, and it took a short while for me to come to him, 
in fact well before the PAC issued their interim report, and to say 
that the effort we’ve had was understaffed, poorly focused, and in- 
adequate to the job. 

If you look at the organization which I’ve put together, it allows 
us to truly meet the President’s promise of leaving no stone 
unturned. We have much expanded the investigative team. We’ve 
provided, as the PAC has so wisely suggested, for a risk commu- 
nication program with outreach to our veterans, with outreach to 
veterans’ service organizations. I make myself available to them 
and to the press as well as, of course, to the committee. 

It takes people to do that, and we’re prepared, the Defense De- 
partment is prepared, to put in place those resources necessary to 
get to the bottom of what is causing our people to be sick. 

Mr. Towns. I am glad to hear you say that. 

I note that much of your testimony concerns efforts to expand 
communications with the active duty personnel about their Gulf 
war experiences. I am concerned that many veterans will not want 
to increase communication with the Department of Defense. Why 
would you think they would want to increase their communication 
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with the Department of Defense? Let’s he open. The perception is 
that you are the problem. 

Mr. Rostker. I understand that, and the only way I can work 
that perception is to work hard and tell the truth and open up the 
process, and that is what we have done. 

It was quite clear, for example, that when a veteran called in and 
we took a short statement from him or her, that that was inad- 
equate. It was inadequate for our own purposes, but it was inad- 
equate in terms of just a human response to somebody who was 
hurting. 

On December 13, we completely changed that procedure. So now 
we establish a one-to-one contact; we debrief the veteran and make 
sure that that information is incorporated into our inquiry. And I 
trust that as we work and demonstrate that type of commitment 
to individual veterans, to this committee, to the veterans’ service 
organizations, we will be able to repair the unfortunate perceptions 
of not caring. We care, but we really did not understand the dimen- 
sion of the problem and our response was totally inadequate. 

Mr. Towns. The chairman asked a question at the beginning: 
Did you disagree on anything that was said by anyone else? And 
I think it was Dr. Custis who said that DOD mishandled this prob- 
lem. Do you agree? 

Mr. Rostker. Absolutely. We have said so. I had come to that 
conclusion and shared that conclusion with the Deputy Secretary 
before the PAG reported, and John White said to me, “Don’t give 
me a recommendation, go fix it,” and he gave me the resources to 
do just that. 

So frankly, the PAG got it right, and I am sorry that I have to 
say that, but that is reality, and we have to build from that to re- 
pair the damage that may have been done. It was not intentional, 
but it was not an adequate job. We understand that, and, as I said, 
we’ve put the resources to bear on this issue so that we can get to 
the bottom of it. 

It is very important we do this for today’s veteran, but I want 
to stress how important it is that we learn from this experience so 
that we put in place those procedures and equipment and policies 
that will allow us to protect our forces in the future. We owe it to 
them, and we owe it to today’s veterans. 

Mr. Towns. Thank you. 

There have been some reports in the press concerning missing 
operational logs. It would seem that you need these logs to recon- 
struct events and to compare them with accounts provided by the 
soldiers. What can you do or have you done to reconstruct these 
missing logs? 

Mr. Rostker. First of all, let me tell you that most people have 
an image of the logs being a series of printed forms that people 
wrote in and a book that would be certainly hard to explain why 
pages have been removed. But we know, in fact, that the logs were 
actually a computer form and a hard drive of a computer that was 
in Riyadh. 

We have tried through many channels to see if there are, in fact, 
pages that we may have lost. But I have also initiated an effort 
wiQi two lawyers to trace the accountability of those computer hard 
drives and any floppy disks that were produced from Riyadh, all 
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the way as far as we can do it. And I’ve done this not just with 
interviews but with verbatim testimony from the people who had 
access, so you and the PAC and others can see the exact questions 
we asked and the exact responses that we got. 

I am not at all certain that the pages that are not there were 
ever printed out, but I can’t tell you that for sure, and we’re trying 
to reconstruct the chain of accountability for whatever floppy disks 
existed and the hard drives as they came out of Riyadh and moved 
to Tampa and went forward. 

If I might, we focus on the missing pages, but the 36 pages which 
exist are extremely interesting, and part of what I quoted this 
morning were from those pages. We can find the major events, 
some of the major events like the Czech detection, like the Marine 
breaching operation; we can corroborate Lenny Grass’s testimony; 
we can do all of that in the existing logs. So they are, in fact, very 
useful and corroborate other reports that we have. 

Mr. Towns. Thank you very much. 

Dr. Custis, what enforcement mechanisms are available to the 
committee in the event you found out that an agency is not being 
forthcoming? 

Dr. Custis. That sounds like a legal question, and I will defer 
to my lawyer. 

Mr. Towns. Sure. 

Ms. Gwin. We have found just the opportunity to bring the agen- 
cies forward on a regular basis in open meetings to be a fairly ef- 
fective enforcement tool to make them answer questions about 
progress. 

Mr. Towns. If you feel they are stalling, what other action can 
you take as a committee? Eventually, if you find out that the agen- 
cy is not forthcoming with information that you know exists and 
you are convinced it exists, what actions can you take? That is the 
question. 

Ms. Gwin. Well, we are an advisory committee. We don’t have 
particular authority to sanction anybody, but, again, I will say, just 
raising the existence or presumed existence of information publicly 
has a strong enforcing effect to make that information become pub- 
lic. 

Mr. Rostker. I think it is only fair to say that the committee 
found DOD, VA, HHS, all very cooperative. The problem came in 
DOD themselves not recognizing the need to acquire certain data 
or pursue certain data. But as far as any lack of cooperation or at- 
tempt at hiding, I don’t believe the committee experienced anything 
like that. 

Mr. Towns. Thank you. I am happy to hear that. 

Let me just say that, you know, I might as well say this openly. 
You know, DOD, I am happy to hear the comments coming forth 
at this particular time, because I think that many people feel that 
the reason we are in this mess, the reason we haven’t been able 
to move a lot faster, is that DOD did not cooperate. And as I listen 
to some of the questions that were directed to Dr. Kizer, you know, 
I think that the reason some of those questions were directed at 
Dr. Kizer is because of the lack of participation on the part of DOD. 
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So I think that inasmuch as I understood the questions and felt 
that they should be directed, but I think that some of them came 
about as a result of DOD not participating. 

So I just sort of want to share that, and I am hoping that from 
this point on, in terms of your comments, that you will be at the 
table and continue to participate, because there is a very serious 
problem out there. I am convinced, there is no doubt in my mind, 
that it is out there, and it is going to require all of us to come to- 
gether to be able to solve the problem. People are suffering. They 
want to make certain we are working on it. That is what they 
want. 

So let me thank you, Mr. Chairman, for sticking with this, and 
I think you should, and I think we should go on and on and on 
until we get to the bottom. So some of these witnesses will need 
to come back as we seek additional insight into the issue. 

Mr. Shays. Thank you, Mr. Towns. 

Dr. Curtis, what would you say the major mistakes were made 
by the VA? And give me the top two, as relates to any Gulf war 
syndrome, both the DOD and VA. What mistakes do you think 
each of those Departments made in your extensive research? 

Mr. Rostker. I think probably the main problem that has com- 
plicated the whole process is the inadequacy of medical records. It 
is understandable that medical records have never been good in the 
environment of acute combat. 

Mr. Shays. Would that relate to the DOD or both the VA and 
DOD? 

Dr. Rostker. No; I am talking about military records, the 
records in the field. I think we were impressed with DOD’s deter- 
mination at the present time to correct that and to also pursue 
how, in the future, any future conflicts, there will be acquired a 
base line of information before troops are ever sent to a field, so 
that epidemiological studies can be facilitated by such base line 
data. 

I think probably there are other things in retrospect better pur- 
sued. For example, risk communication, making our troops aware 
of the risks that they were going to be exposed to, left quite a bit 
to be desired. The risk involvement and the lack of data in terms 
of 

Mr. Shays. I never realized how long it was. 

Mr. Rostker. I think of a specific example, that the record is 
very poor regarding who exactly took pyridostigmine; the lack of 
site location of individuals and units. 

Mr. Shays. Before we get to site: if a soldier was told that taking 
the PB tablets would be harmful, if they felt the shots would be 
harmful, would they have a right not to take them? If they were 
told to go into a tent and, you know, use lindane to spray the 
troops all day long without ventilation, would they and should they 
be given the right to refuse to follow that order? 

Mr. Rostker. In my own career I would answer that question, 
they had no such right. They could well be guilty of an infraction 
that would cause a court-martial. I am at least confused at the 
present time. That seems to be the culture of our society seems to 
be to challenge that. So I frankly don’t know how to answer your 
question as of today. 
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As far as pyridostigmine is concerned, there was no real concern 
or evidence that anything harmful would result from taking that 
medication. It has heen used in large doses for many years for indi- 
viduals with myasthenia gravis, with no appreciable side effects. It 
has been known, however, in a very, very small percentage of pa- 
tients that they are somewhat intolerant of pyridostigmine. 

I am mindful of recently, for example — it is not unrelated to your 
question — two individuals in the armed forces were court-martialed 
for refusing to have serum drawn for a serum bank that DOD is 
interested in. They were awarded disciplinary sentences, whereas 
it seemed to me that it could have been handled better. But it 
seems to me that our society seems to be changing their opinion 
about such things. 

Mr. Shays. The question responding to that, mistakes the DOD 
made, you have given me a few. Would you be able to focus in on 
mistakes you feel the VA made, or did you focus primarily on the 
DOD? 

Mr. Rostker. One thing that comes to mind as a result of some 
of our site visits to VA hospitals: There was some evidence that, 
whereas the education of how to handle the veterans reporting for 
the Registry and for examinations in the Registry was well done 
in terms of those who were dealing with those veterans, doctors 
who were not in direct contact and were in many cases ill-informed 
about how to proceed in the process, I suspect that early in the 
game the VA might have — I think early in the game — that is, 
early, right after the war, right after the Gulf conflict — there was 
something less than good communication between DOD and VA, 
and I would find VA somewhat at fault in not insisting that better 
communication be established with DOD. That, however, is more 
hearsay than anything else. I am not sure that that can be docu- 
mented. 

Beyond that, I find no fault with what the VA has done in the 
way of performance. I think VA is to be complimented, along with 
Congress, for having established the legislation for compensation, 
even though some of these problems have not found their ultimate 
solution. That alone, I think, proved a remarkable advancement in 
what the soldiers and sailors have experienced in past conflicts. 

Mr. Shays. Dr. Kizer, you suggested that Dr. Murphy might be 
able to answer some questions, so I think it might be appropriate 
to just have her come up and be sworn in so we could assist you. 

Mr. Shays. If you would stand. Dr. Murphy. 

[Witness sworn.] 

Mr. Shays. I would like to say for the record as we start this 
year, it was my hope and aspiration that we would just get a cer- 
tain level of understanding and from that point we could iron out 
our differences. 

This Government Reform Committee has 360-degree jurisdiction 
on waste, fraud, and abuse. This subcommittee does not have direct 
jurisdiction. Dr. Rostker, of the DOD, and we appreciate your being 
here. We do have jurisdiction, in the chairman and I think ranking 
member as well, that we will have the authority to invite to come 
before the committee, and I am sure you will agree. 

Mr. Rostker. Absolutely. 
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Mr. Shays I thought I would be able to pursue some questions 
with you, and I am not even at that level yet. I just need to get 
to the level where I can even ask you a question. 

Dr. Murphy, we had two issues at your last hearing, one of them 
related to the whole issue of registry and when the field actually 
got the message of chemical exposure. And in my own simple mind, 
I felt that it was reasonable to make an assumption that the DOD 
wasn’t providing you information of exposure. You would have no 
reason to think it other than to listen to some of your own troops 
and what they were saying. 

So I just want to ask you the two areas of questioning: one of 
which is the number of doctors in the VA that were exposed. I as- 
sume you have expertise in chemical exposure and so on. And the 
other issue was of the Registry, and how it related directly to Dr. 
Kizer’s point that we just simply never communicated on. 

I wanted to know when we started to revise the questionnaire 
and the form. And you said the form was published in September 
1995, and the instructions were changed in 1993 or 1994. So when 
did the protocol begin in earnest? The original protocol began in 
1992. That is what you said. It was revised in 1993, then again in 
1995. Was the revision in 1993 a revision that was dealing with the 
chemical exposure, or was it another exposure? 

Dr. Murphy. In 1993, at the Washington, DC, VA, we developed 
the uniform case assessment protocol. The reason people are hav- 
ing so much difficulty telling you exactly when VA changed its 
message is that chemical weapons exposure was never taken off 
the table. And in the public statements by 

Mr. Shays. It was put on the table? 

Dr. Murphy. In public statements by Secretary Brown and when 
Dr. Kizer joined us, it was always a consideration. 

Mr. Shays. Let me just say 

Dr. Murphy. And, in fact from the beginning, our physicians 
were instructed to take complete occupational and military expo- 
sure histories. 

Mr. Shays. It is always on the table, we are always open, we are 
all concerned. 

I want you to show me. So I don’t deny that you were always 
open, you were always concerned, and it was always on the table, 
but I am just trying to get at some basic facts. And the next time 
I won’t inconvenience our other two witnesses and have them share 
in this process. I will just invite the two of you, which I have the 
authority to do. 

And, Dr. Murphy, I will say, you have been here all the time, 
and you have been a very willing witness in terms of being here. 

Dr. Kizer, I was hoping I wouldn’t have to keep you before the 
committee; once, and that would be it. And you will be coming back 
quite often until we get to the bottom of it. 

I understand you are open and concerned, and it was always on 
the table. I just want some real facts. The fact is that in 1993 you 
were not specifically in your Registry asking troops about chemical 
exposure. It was not part of the protocol. 

Dr. Murphy. The protocol included instructions to physicians to 
take a complete occupational and military exposure history. The in- 
formation, the data fields that were coded at that point did not in- 
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elude a specific coding of a question that asked about chemical war- 
fare nerve agents and mustard gas. 

Mr. Shays. I understand, and that is the fact. But in 1995 it 
started to have that coding; is that correct? 

Dr. Murphy. That is correct. 

Mr. Shays. Pardon me? 

Dr. Murphy. That is correct, sir. 

Mr. Shays. You basically said 1995 is when you started focusing 
on chemical exposure and your response — ^by the way, this is the 
hearing dated December 11 — was actually the focus began on 
chemical exposure much earlier than that. As we have just said, 
sir, the questionnaire was not published until then. The instruc- 
tions to the field about how they should clinically evaluate these 
individuals actually began as soon as we had a number of veterans 
who came back to us. 

Then I said, how would those instructions be disseminated? You 
are saying it did not, in fact, happen in 1995, but years ago. I want 
to know what document made that known to your doctors in the 
field. 

Your answer: These were training programs, training videotapes, 
training audio conferences. 

My response: You can supply a video to this committee that will 
say that you expect an exposure, a chemical exposure, and there- 
fore the doctors should proactively seek this out? 

Your response: In conjunction with a whole list of other expo- 
sures that we still believe are important to ask about. 

Then my point: I am not asking you about other things, I am just 
focusing on the chemical exposure. And you are before a committee 
of Congress who is simply trying to know the truth, and whatever 
the truth is is fine. I just suspect that what you are telling me is 
not really, frankly, a precise presentation to the committee. I want 
to know what document you sent to the field that let them know 
that you suspect the chemical weapons might have been used in 
the field, and therefore they should check for chemical weapons. 

Your response: We will provide you documentation. 

Have you done that yet? 

Dr. Murphy. I am not aware that we have. 

[The information referred to follows:] 
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(Subseijiienily, the Depaitmmt ofVeterans AfEms 
provided the foUcwiiig mfbnnation;) 


In responsii to Congressman Shays’ i^nestson about the number of doctors at the 
Binninghani 0ap<irtncient of Veterans Affairs (VA) Medical Carter, a Est eontaming that 
facility’s physician staffing as of Febraaiy IWI, is attached. 

The Blnniaghani VA Medical Center’s “Persian Gulf Pilot Program” initiated in. 
1993, in response to reports VA received &am veterans about Iheir possible exposure to 
chemical warfare .igeats in the Persian Golf. Hie initial examination for the pilot program 
focused on Persiasi Gulf veterans who were members of reserve unite from Alabama and 
Oaorgia presenting possible neurologica! conditions, individuals -who had participated iu 
Poraian Guif Registry at the Biwsiagham fecsHty, and local veterans with symptoms of 
sossem. Althottjsh there was no canslusive svidsnos from the Department of DefsiBs (DoD) 
at that time about Am use of chemical weapons, a review of the scientific literature showed 
that people may e tperienoe loag-temi neurologic problems after exposure to certain otesnica! 
■warfare agents. I s direct response to these veterans’ concerns, VA developed a specialized, 
examamtioe protocol for the ''Persian Gulf Pilot Program” which included an extemive 
battery of neurolo gical tests designed to detect the Mnd of dy s&notion and neurotogioal 
effects that would be expected after exposure to certain chemical weapons agents. 
Unfortunately siteh testing cannot confirm whe&a' an indi'vidual has been exposed to any 
particular agent. However, the pilot program’s ^ecialrtsd examination could detect the types 
of disabilities that may result fimn such an exposure and perhaps provide clues about the 
cause of the symptoms. 

The Bimai agham VA Medical Center entered into a contract with the University of 
Alabama at Eimiinghain’s School of Medicine (Department of Family Medicine) which 
provided two physicians to evaluate members of the Alabama and Georgia reserve units who 
presented possible neurological symptoms. The two tmiveisity physicians that conducted the 
ex amin ations wers Board Certified in Occupational and Preventive Medicine. There were no 
toxicologists involved in the patient examinations, because although toxicologists study the 
detection of poison and the treatment of poisoning, they are not clinicians, nor are they 
qualified to rende r direct patient care. The Persian Gulf Pilot Program physicians possess^i 
toxicological expertise as part of their background and training in Occupational and 
Preventive Medicine, and also had the clinical eiqiertise to diagnose exposure to certain 
environmental hasards. 

All of the patients received thorough medical examinations and -write-ups. 

Because of the nsture of the symptoms and coacrais of mdividtmls from the Alabama and 
Geor^a reserve units, the examining physicians were specifically instructed to look for 
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signs of Multiple aemical Smsitiviiy (MCS). None of the veterans were diagnosed 
with this conditioii. 
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ATTACHMENT 
Insen at Page #95, Lsae 2222 


(Subsequealiy, this Dejsartareof of Veterans Affairs 
provided the foBewing aifotrastioa) 

BIRMINGHAM AMC PHYSICIAK STAFF»JG AS OF FEBRUARY 19971 

AnestiiesMlogy - 23 WOG, 3 soassct, 6 paid 

Deatal - 2 WOC ( ijral smgasos), 8 paid (one of which is oral swgeon), 

9 paid ooaMitants (2 dental sndodoalics, 5 gen. dentists, 1 orthodontic, 
I pttsstodiontics) 

Medical: 

Cardiclog} - 5 paid, 18 WOC 
Deimatology - 4 WOC, 3 paid 
Endocrinology - d WOC. 3 paid 
Emergency Room (AOD) fee basis 55 
Family Me dicine - 1 fee basis 
Geriatric Medicine - 3 WOC, 4 paid 
Gastroaiterology- 13 WOC, 4 paid 
Genera! Inietna] Medicine - 7 WOC. 11 paid 
Hsanatolof y Oncology - 12 WOC, 4 paid 
Infectious Disease -10 WOC. 5 paid 
Internal Modioins - 8 WOC 
N^hrology - 8 WOC, 4 paid 
Nutrition - 1 WOC, 1 paid consultant, 1 paid 
Pultnenaiy - 7 WOC, 7 paid 
Rheumatology - 5 WOC, 6 paid 
Neuiolosy - 13 WOC, 5 paid 
Nuclear Medicine - 1 WOC. 4 paid 
Patiiotogy; 

Anatomical - 1 WOC, 1 paid, 3 coatnact 
Clinical - i contract 
Dennatopathology - 1 contract 
Pathological Hematology' - 1 contract 
Pathology [no subspecialty listed) 7 paid, 15 contract 
Physical Medicine - 1 paid 
Psychiatry - 10 WOC, 7 paid 
Rt^logy ' 1 paid, 33 contract 
Radiation Oncoioity - 5 contract 
Surgery: 

Cardievast ular - S WOC, 3 paid 
General Sirrgeiy - 8 WOC, 7 paid 
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Gynecological Surgery - 1 paid, 2 paid oonsaltant 

CardioIJioiadc Snrgary- 1 paid consultant, 1 WOC 

Nonologiisal Surgery - 6 WOC, 1 paid 

OphttBlnii .logy - 26 WOC, 8 paid 

Orihopediia - 6 WOC, 3 paid 

Otolaryngology - 7 WOC, 1 paid 

Plastic SiB geiy - 3 WOC, 2 paid 

Otolaryngology - 1 paid 

Suigtt^ Oncology - 1 paid 

Urology 7 WOC, 2 paid 

Vascular Surgery - 1 WOC 
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Mr. Shays. For the record, we don’t have any documentation. 

Let me just get to another question. I asked you the number of 
doctors who had chemical expertise. Correct me if I am wrong, it 
is my understanding that we don’t really have the ability to detect 
chemical exposure, and we don’t really have the ability to treat 
chemical exposure. This is not a medical science that is particularly 
advanced. Is that accurate, or would you want to elaborate? 

Dr. Kizer. At risk of appearing to be less than responsive, let me 
just ask the question when you say “chemical,” are you referring 
to a particular type of chemical? Because there are lots of chemi- 
cals that we have very good antidotes and very good treatment for. 

Mr. Shays. That is fair. Sarin, the nerve gas agents. 

Dr. Kizer. And again, the — if one is exposed to this category of 
chemicals, organophosphates, carbamates, these types of chemicals, 
and there is acute symptomatology, there is a very good antidote, 
atropine, that is used when exposure of this occurs in other places, 
with agricultural workers, et cetera. 

As far as the delayed or long-term effects or effects that might 
be caused when there is no clinical manifestation, that is what we 
have said here and elsewhere, that there is no diagnostic test for 
that particular type of exposure. 

Mr. Shays. Or treatment? 

Dr. Kizer. Or treatment, since one doesn’t know that the expo- 
sure caused the symptoms. 

And let me, again, tiy to be as complete and responsive as pos- 
sible, that for neurologic injury in general, depending on the degree 
of insult, there may or may not be any treatment for it. When one 
has a stroke because of a blood clot that causes damage to the 
brain, there is no recovery of that part of the brain that has been 
killed. So that is a general phenomenon that occurs to the central 
nervous system regardless of the inciting insult. 

Mr. Shays. What are the types of skills or specialties that you 
have in the VA to deal with chemical exposure? Do you have a 
Ph.D. in toxicology? 

Dr. Kizer. No, I do not. I think you may be confusing toxi- 
cologists with medical toxicologists. 

Mr. Shays. Elaborate for me. I am confused. 

Dr. Kizer. Most toxicologists oversee the care of rats and mice. 
That is what Ph.D. toxicologists do. Medical toxicologists, of which 
there are 210 board certified medical toxicologists in the United 
States, some of whom don’t practice in the United States but in 
other countries, are often viewed or often characterized as the con- 
sultants’ consultant. They are a very, very small specialty, most of 
whom are associated with poison centers or are doing investiga- 
tions. 

The bulk of toxicology care and — of course, hundreds of thou- 
sands of people each year are poisoned from either overdoses or in- 
dustrial settings in lots of situations all the time, and that care is 
provided by internists, by occupational medicine physicians, by 
family physicians, by neurologists, by pulmonologists, by a host of 
other specialists. 

Medical toxicologists, which is what I believe you are referring 
to, by and large don’t do that much hands-on care. And, of course, 
with only 210 in the entire country, you can see why they wouldn’t. 



197 


but most of those serve as consultants to other physicians who are 
actually taking care of those patients. 

Mr. Shays. How many doctors do we have in the VA system? 

Dr. Kizer. To clarify, full-time physicians or 

Mr. Shays. Yes, let’s take full-time then part-time. 

Dr. Kizer. Full-time and part-time, it is around 15,000. 

Mr. Shays. And of the 15,000 — and break down full-time equiva- 
lent — if you do it that way, so maybe it is not 15,000 full-time 
equivalents, is it 15,000 or 10,000? When you teach at a university 
or you work for the government at the State level, you would have 
a full-time equivalent. If two people work part time, we call them 
one full-time. 

Dr. Kizer. I am sorry, I was looking for the exact number, which 
I have somewhere in here, and I missed part of your question. 

Mr. Shays. I understand. You approximately had 15,000, give or 
take, and that is acceptable. Some of them are not full-time physi- 
cians for the VA. 

Dr. Kizer. Probably half of them are not. 

Mr. Shays. How many of those would have expertise in dealing 
with poisons and chemical exposures? 

Dr. Kizer. Again, if I can find the sheet, I can tell you. Inter- 
nists, which are the largest single group of physicians that we 
have, receive as part of their training exposure or education in 
dealing with overdoses and other chemical exposures. And those 
are, of course, the type of physician that provides the bulk of this 
care in the country. 

The occupational physicians, which, by the way, I do not feel the 
VA has as many as they should have, and we are taking steps 

Mr. Shays. How many do you have of those? 

Mr. Kizer. Of occupational medical physicians? Again, I don’t 
have that number at the tip of my tongue, but we certainly can get 
that for you. 

[The information referred to follows:] 
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THE SECRETARY OF VETERANS AFFAiRS 
WASHfNGTON 


FES 1 1 1997 


The Honorable Christopher Shays 
Chairman, Subcommittee on Human 
Resources and intergovernmenta! Relations 
Committee on Government Reform and Oversight 
U.S. House of Representatives 
Washington, D.C. 20515-6143 

Dear Mr. Chairman: 

This is in response to your February 5, 1997, request for information related to 
Department of Veterans Affairs personnel. The Veterans Health Administration (VHA) 
has provided the enclosed information in response to the four specific items you 
requested. 

Your letter also raises a number of other issues related to Dr. William 
Baumzweiger, which we will address in a follow-up letter by February 25, 1997. 

If you have any questions about the enclosed material, please let us know. 


Sincerely yours, 





Jesse Brown 


Enclosure 

JB/th 
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Department of Veterans Affairs (VA) 

Veterans Health Administration (VHA) 

Responses to Information Request from Chairman Christopher Shays 


1. The results of a survey of each VA medical center to gather specific 
information on specialized professional and research credentials of VA medical 
personnel. 

We were aware of your earlier requests for information related to the number of 
toxicologists and other specialists on VA medical staff and were in the process of 
assembling if. Based on our employment records, we have found four toxicologists on 
the research rolls. However, the toxicologists do not treat patients. Persian Gulf 
veterans are treated by licensed medical doctors wrtio are internists or primary care 
providers supplemented by specialists. As of Dec. 31, 1996, the following number of 
specialists vrere on our rolls (note that occupational medicine is not a physician 


specialty category): 




Full-time 

Part-time 

Neurologists 

181 

299 

Pulmonologists 

175 

134 

Oncologists 

46 

54 

Infectious Disease 

94 

109 

Rheumatologists 

33 

92 

Gastroenterologists 

122 

178 

Dermatologists 

31 

160 

Toxicologists 

4 

0 


(non-physician) 


2, The name, title, work address and telephone number of the author of the 
document entitled “Action Plan for Media Contacts regarding Dr. Baumzweiger”. 

Janice M. Boss, M.S., CHE 
Network Operations Director 
VISN 22 Network Office (10N22) 

5901 E. 7 '" St. 

Long Beach, CA 90822 
(310)494-5963 
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3. The name, title, work address and telephone number of all persons, both 
inside and outside the VA, who received a copy of the document from any VA 
employee. 

To the best of our knowledge, the following persons have received a copy of this 
document: 

Terry Lynn Padilla, Public Affairs Officer, Los Angeles VA Outpatient Clinic 

Dean S. Billik, FAAMA, Acting Clinic Director, Los Angeles VA Outpatient Clinic 

William E, Baumzweiger, M.D., Neurology Fellow, Los Angeles VA Outpatient 
Clinic (we include Dr. Baumzweiger because in a January 1 S* letter to the 
Secretary, Department of Veterans Affairs, Dr. Baumzweiger stated, ”1 was 
given a copy of this action plan.") 

These staff can be reached at: 

351 East Temple St. 

Los Angeles, CA 90012 
(213)253-5000 

Susan Fishbein, Public Affairs Specialist, VA Regional Office of Public Affairs, 
Los Angeles 

David S. Bayard, Director, VA Regional Office of Public Affairs, Los Angeles 

These staff can be reached at: 

P.O. Box 84041 

Los Angeles, CA 90073 

(310)268-4207 

Terry B. Hobbs, Health Systems Specialist, Veterans Health Administration, 
Network Support Office (phone: 202-273-5868) 

Jule D, Moravec, Ph.D., Chief Network Officer, Veterans Health Administration 
(phone: 202-273-5826) 

Douglas E, Dembling, Congressional Relations Officer, VA Office of 
Congressional Affairs (phone: 202-273-5615) 

Fran M. Murphy, M.D., M.P.H., Director, Environmental Agents Service, 
Veterans Health Administration (phone: 202-273-8580) 
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These staff can be reached at: 

Department of Veterans Affairs 
810 Vermont Ave. N.W. 

Washington, D.C. 20420 

4. The name, title, work address and telephone number of each member of the 
Board of Investigation empaneled with regard to the activities and conduct of Dr. 
Baumzweiger. Please identify specifically which member of the panel, pursuant 
to Director Biilik's January 8, 1997 memo, is designated as the ‘Gulf War 
Syndrome Expert.’ Please also provide a current curriculum vitae for each 
member of the board. 

Arnold S. Brickman, M.D., Chairperson, Associate Chief of Staff/Education, 
VAMC Sepulveda 

Basil R. Clyman, M.D., Staff Physician, General Internal Medicine, Medical 
Service, VAMC West Los Angeles (expertise on illnesses of Persion Gulf War 
veterans) 

Leonard Kram, M.D„ Chief, Psychiatric Emergency Service, VAMC West Los 
Angeles 

Claude G. Wasterlain, M.D., Chief, Neurology Service, VAMC Sepulveda 
Richard Weisbart, M.D., Chief, Rheumatology Section, Medical Service, VAMC 
Sepulveda 

Carol Jellison, Assistant Chief, Human Resources Management Service, VAMC 
Sepulveda 

Douglas A. Stewart, Chief, Human Resources Management Service, VAMC 
Sepulveda 

Norma Swanson, R.N., Director of Performance Improvement, Southern 
California System of Clinics, available at LAOPC and VAMC Sepulveda 


The address and phone number for the Los Angeles Outpatient Clinic was listed 
earlier. 

For the members from VAMC Sepulveda, the address is: 

16111 Plummer St. 

Sepulveda, CA 91343 
(818)895-9308 
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For the members from VAMC West Los Angelas, the address is: 

11301 Wilshire Blvd. 

Los Angeles. CA 90073 
(310)268-3132 

Information on the professional qualifications of the five physicians on the board of 
investigation is attached. The sources for this information are: 

American Medical Directorv . 32'" edition (1996) 

The Official American Board of Medical Specialties Directory of Board Certified Medical 
Specialists . 28“’ edition (1996), Volume 1 
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Brickman, Arnold S. 

(Born': 1941; Toledo, OH) 

CERTIFICATION (S) : 

Internal Medicine (1974; Curr Cert.; Y) 

EDUCATION; 

use Sen Med (1967, MD) 

CAREER : 

Hospital Appointments: 

Cur Kosp Appt. Sepulveda VA Med Ctr., CA 

Academic Appointments : 

Prof Med. UCLA Sch Med. 

Training : 

Nephr&Metab. Pell. Wadsworth VA Hosp Ctr. Los Anqeles CA ( 

71-76) ' 3 < V 

Res. Wadsworth VA Hosp Ctr. Los Angeles, CA (68-71) 

Int . USC-Los Angeles Co Med Ctr. (67-68) 

TYPE OF PRACTICE: 

Academic Faculty FT. Veteran’s Adin,lnistration Practice FT. 

MEMBERSHIP(S) [Best efforts used to define physician provided acronym]: 
Amer. Federation for Clinical Research 
Amer, Soc . of Nephrology 
WSCR 

ADDRESS (Mail, Primary): 

Sepulveda VA Med Ctr MClll 
16111 Plummer 

Sepulveda, CA 91343-2036 (Los Angeles County) 

818-891-2353 
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Ciyrr.an, Basil Bertram 

(Born: 06/07/1932; Toronto Canada) 

CERTIFICATION (S) : 

Internal Medicine (1976; Curr Cert . : Y) 

SUBCERTIFICATION (S) : 

Sports Medicine (1995; Curr Cert.: Y; Exp: 2005} 

Geriatric Medicine {1988; Curr Cert.: Y; Exp: 1998) 

Rheumatology (1980; Curr Cert.: Y; Sxp: Lifetime) 

EDUCATION : 

Med U of Geneve (1960, MD) 

CAREER : 

Hospital Appointments: 

Cur Hosp Appt . VA Med Ctr. West Los Angeles, CA 

Academic Appointments: 

Clin Prof Med. UCLA Sch Med. 

Training : 

Rheumatology. Fell. UCLA. Los Angeles, CA (66-67) 

Internal Medicine. Res. Cedars-Lebanon Hosp. Los Angeles, CA ( 
62-63 , 65-66) 

Int . Cedars-Lebanon Hosp. Los Angeles, CA (61-62) 

TYPE OF PRACTICE; 

Salaried Hospital/Clinic FT. Academic Faculty FT. Veteran' s 
Administration Practice FT. 

MEMBERSHIP (S) [Best efforts used to define physician provided acronym] : 
Amer. Coll, of Physicians (Fellow) 

Alter. Coll, of Rheumatology (Fellow) 

Amer. Medical Association 

ADDRESS (Mail) : 

Los Angeles, CA 90035 (Los Angeles County) 

ADDRESS (Secondary) : 

VA Med Ctr 

West Los Angeles, CA 90073 (Los Angeles County) 

310-478-3711 

FAX:310-553-6008 

# 
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Kram, I^eonarci William 

(Bornr 04/15/1945; New York, NY) 

CERTIFICATION (S) : 

Psychiatry • {1979; CAirr Cert.: Y) 


EDUCATION ; 

SUNY Buffalo (1571, MD) 

CAREER : 

Hospital Appointments: 

Cur Kosp Appt . Santa Monica Hcsp, , CA 
Cur Kosp Appt. St Johns Hosp., CA 

Academic Appointments: , 

Asst Clin Prof. Dept Psych&Beh Sci UCIA. 

Training : 

Psyc . Res. So Cal. (74-77) 

Int. Miami. (71-72) 

TYPE OF PRACTICE: 

Veteran's Administration Practice FT. Private Practice Solo PT. 

MEMBERSHIP (S) [Best efforts used to define physician provided acronym] : 
Araer. Psychiatric Association 

ADDRESS (Mail, Primary) : 

18407 Clifftop Kay 

Malibu, CA 90265 (Los Angeles County) 

310-459-9199 

# 



V?asteriain, Claude G. 

{B^rn: 04/15/1935; Courcelles Belgium) 
CERTIFICATION (S) : 

Neurology (1977; Curr Cert.: Y) 
EDUCATION : 

U Liege Belgium (1961, MD) 


CAREER : 

Hospital Appointments: 

Cur Hosp Appt . VA Med Ctr, Sepulveda CA. 

Academic Appointments: 

Prof. UCLA Sch Med. 

Training : 

MolBiol. Fell. U Brussels. (67-69) 

Keur. Res. NY Hosp-Cornell Med Ctr. New yor)c, NY (64-67) 

Int . Middlesex Meml Hosp. Middletown (63) 

TYPE OP PRACTICE: 

Academic Faculty FT. 

MEMBERSHIP (S) [Best efforts used to define physician provided acronyrr, 

Amer. Acad, of Neurology 

ASpiS 

Amer. Neurological Association 
ASN 

International Soc. for Neurochemistry 

ADDRESS (Mail, Primary): 

VA Hosp 
Neur Svc 127 
16111 Plummer St 
Sepulveda, CA 91343-2099 


(LOS Angeles County) 
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, Kicnara fi . 

{Born: 10/19/193.9; Los Angeles, CA) 

CERTIFICATION (S) : 

Internal Medic.inft <1974; Ctjrr Cert.: Y) 

SUBCERTIFICATION (S) : 

Rheumatology (1974; Curr Cert.: Y; Exp: Lifetime) 

Sr/JCATION : 

Wash U, St Louis (19S5, MD) 

CAREER : 

Hospital Appointments; 

Cur Hosp Appt. VA Med Ctr^ Sepulveda CA. 

Academic Appointments: 

Prof Med. UCLA. 

Training : 

Rheumatology. Fell. UCIA-Wadsworth VA Hosp. Los Angeles, CA ( 
71-73) 

Res. Wadsworth VA Hosp. Los Angeles, CA (66-69) 

Int . Harbor Genl Hosp. Torrance, CA (65-66) 


TYPE OF PRACTICE: 

Academic Faculty FT. 

MEMBERSHIP (S) [Best effox'ts used to define- physician provided acronym] : 

Amer. Assoc, of Immunologists 

Amer. Federation for Clinical Research 

Amer. Coll, of Rheumatology 

WAP 

ADDRESS (Mail, Primary) : 

VA Med Ctr 
16111 Plummer St 

Sepulveda, CA 91343-2036 (Los Angeles County) 

818-895-9384 

# 



208 


7/7z7^,. 


ONE HUNDRED ^■U•T•! CONGRESS 

Congress of tijc Saniteb ^tatc^ 

JL)ouit o( 3^eprc£cntatibE0 

COMMirree on government reform and oversight 

31S7 Ravruam House Building 

Washinci’On. DC 20S 1 i - 6 1 43 

SUBCOMMITTEE ON HUMAN RESOURCES 
Chr>3toph*r Shays. Connecticut 
Chairmen 

Room B*372 Rayburn Building 
washtnsteri. 0-C- 20515 
Tel: 202 226-2548 
Fax: 202 226-2382 


February 5, 1997 


The Honorable Jesse Brown 
Secretary 

Department of Veterans Affairs 
8 1 0 Vermont Avenue, N. W. 

Washington, D.C. 20420 

Dear Secretary Brown: 

In the course of our oversight of the Department’s (VA) approach to Gulf War veterans’' 
illnesses, the Subcommittee has sought to determine whether the VA medical system is 
structured and staffed to meet the unique diagnostic and treatment needs of those veterans. In 
particular, we are concerned that toxicological, ncurobiological and occupational medicine 
expertise is lacking or underutilized in a VA medical system organized around, and dominated 
by, other disciplines. 

The Subcomminee has twice asked for a list of VA physician specialties relevant to the 
diagnosis of neurotoxic damage. At a heating on December 11, 1996, the VA witnesses could 
name only one neuroloxicologist on the VA medical staff, but offered to provide a more 
comprehensive list. On January 21, 1997, VA witnesses informed the Subcommittee that the 
Department did not even keep data an the specific research specialties of VA medical personnel. 

One specific case illustrates our concern thot the current VA structure and staff may not 
be as open as possible to the emerging diagnosis and ueatment options that many believe must 
be considered in the care of Gulf War veterans. Last Seplembci, the Subcommittee heard 
testimony from Dr. William Baumzweiger, a neurologist and psychiatrist serving in a VA 
fellowship program. Dr. Baumzweiger testified that, as a result of his work with Gulf War 
veterans, he concluded many were suffering from Organo-Phosphate Induced Delayed 
Neurotoxicity (OPIDN). We found his testimony of great interest and worthy of further analysis. 
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Apparently the VA did not. !t appears Dr. Baumzweiger has been, and remains, the 
subject of unusual bureaucratic scrutiny as the result of his voicing an opinion not favored by the 
VA medical establishment, I refer to a document captioned “Action Plan for Media Contacts 
Regarding Dr. Baumrweiger” recently forwarded to my Subcommittee office. This un.sjgned 
action plan provided talking points for VA personnel regarding Dr. Baumzweiger’s work and 
status with the Department. The document appears to predate, and prejudge, any ongoing 
official VA inquiries into Dr. Baumzweiger’s performance in his current fellowship position. 

The action plan goes to considerable length to discredit Dr, Baumzweiger's clinical 
ob.servations for want of peer review or ciinical validation. However, the Journal of the 
American Medical Association (JAMA, 1/15/97) recently published research by Dr. Robert 
Haley concluding that some Guif War illnesses could be manifestations of OPIDP, Organo- 
Phosphatc Induced Delayed Polyneuropathy. That was Dr. Baumzweiger’s conclusion more 
than four month ago. 

Is the VA medical system so well staffed in neurology, psychiatry and environmental 
medicine that you feel you can summarily dismiss a doctor whose insights were months .ahead of 
the most current research trends? Based on the limited number of such specialists VA witnesses 
have to date been able to identify, that was not my impression. Again, I look forward to the 
receipt of additional data on VA staffing in these specialized areas. 

The document also insirucis VA spokespersons to say “No Congressional intervention 
occurred regarding Dr. Baumzweiger’s position or the RJF/S A action.” Yet on September 1 1 , 
1995. 1 wrote to Dr. Shri Mishra, Chief of the Neurology Service at the Los Angeles VA 
Outpatient Clinic, to clarify that the Subcomminee sought Dr. Baumzweiger as a wimess based 
on his professional credentials and personal views, not as an agency representative. In that letter 
I expressed my expectation “that his testimony would not have any implications for his position 
with the VA.” The express purpose of my intervention was to protect a congressional witness 
from retribution. Why has the VA advised its spokespersons to deny this exchange even took 
place? 


To facilitate our oversight, the Subcommittee hereby requests the following: 

1 . The results of a survey of each VA medical center to gather specific information on 
specialized professional and research credentials of VA medical personnel, 

2. The name, title, work address and telephone number of the author of the document 
entitled "Action Plan for Media Contact regarding Dr. Baumzweiger.” 

3. The name, title, work address and telephone number of all persons, both inside and 
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outside the VA, who received a copy of the document from any VA employee. 

4, The name, title, work address and telephone number of each member of the Board of 
Investigation empaneled witli regard to the activities and conduct of Dr. Baumzweiger, 
Please identify specifically which member of the panel, pursuant to Director Billik’s 
January 8, 1 997 memo, is designated as tbe “GulfWar Syndrome Expert.” Please also 
provide a current curriculum vitae for each member of the board. 

These inquiries are made pursuant to the Subcommittee’s oversight authority under 
House Rule X, clause 2(b) and clause 4(c). Please provide a written response, accompanied by 
any source documents referenced in your reply, as soon as possible, but in no event later than 
5:00 p.m Tuesday, February 11, 1997. Should you anticipate difficulty providing a complete 
response by that date, please so advise Mr. Lawrence Halloran, Subcommittee Staff Director and 
Counsel, by phone and in writing no later than Friday, February 7. Please indicate at that time 
the nature of the problem and the exact date when your response will be provided. Absent that 
communication, we expect receipt of a complete response on or before February 1 1 . 

As in the past, we appreciate your attention to the Subcommittee’s request and we look 
forward to your reply. 
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INFORMATION for SECRETARY’S RESPONSE to REP. SHAYS 
Congressman’s Letter Dated February 5. 1997 


The Congressman’s letter raises several issues and concerns, and 
specifically requests four pieces of information. These four Items are: 

1. The results of a survey of each VA medical center to gather 
specific information on specialized professional and research 
credentials of VA medical personnel.” 

VHA HQ personnel are gathering this information for the 
Secretary’s response. 

2. ’The name, title, work address and telephone number of the 
author of the document entitled “Action Plan for Media Contact 
regarding Dr. Baumzweiger.” 

Ms. Janice M. Boss, M.S., CHE 
Network Operations Director, VISN 22 
■VISN 22 Network Office, c/o (lON/22) 

5901 E. 7fh St. 

Long Beach, CA 90822 
(562) 494-5963 

3. ‘The name, title, work address and telephone number of all 
persons, both inside cund outside the VA, who received a copy of 
the document from any VA employee.” 

To the best of our knowledge at this time (addresses, etc., on 
attachment): 

Ms. Terry Lynn Padilla, Public Affairs Officer, LAOPC 
Mr. Dean S. Bllllk, FAAMA. Acting Clinic Director, LAOPC 
William E. Baumzweiger, M.D.. Neurology Fellow. LAOPC 

(We include Dr. Baumzweiger because in a January IS* 
letter to the Secretary. Department of Veterans Affairs, 

Dr. Baumzweiger stated, "I was given a copy of ... “ We 
do not know if he does have a copy and. If he does, how he 
received it and what, if anj^hing, he may have done with 
it.( 

Ms. Susan Fishbein. Public Affairs Specialist, VAPARO, LA 

Mr. David S. Bayard, Director. VAPARO. LA 

Mr. Terry B. Hobbs, Health Systems Specialist, VHA HQ 

Jule D. Moravec. Ph.D.. Chief Network Officer, VHA HQ 

Mr. Douglas E. Dembiing, ?/o Utle, Congressional Affairs, VHA HQ 
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Mr. Lawrence Halloran, Rep. Shays’s Subcommittee 
4. “The name, title, work address and telephone number of 
each member of the Board of Investigation empaneled with regard 
to the actMtles and conduct of Dr. Baumzwelger. Please identify 
specifically which member of the panel, pursuant to Director 
BlUik’s January 8, 1997 memo, is designated as the ‘Gulf War Syn- 
drome Expert. Please also provide a current curriculum vitae for 
each member of the board.” 

(Addresses, etc., on attachment: curriculum vitae are 
attached) 

Arnold S. Brlckman, M.D., Chairperson, Associate Chief of 
Staff/Educatlon, VAMC Sepulveda 

Basil R. Clyman, M.D., Staff Physician, General Internal Medicine, 
Medical Service, VAMC West Los Angeles (PGWl expertise) 

Leonard Kram. M.D., chief. Psychiatric Emergency Service, VAMC West 
Los Angeles 

Claude G. Wasterlain, M.D.. Chief, Neurologj' Service, VAMC Sepulveda 

Richard Welsbart, M.D., Chief, Rheumatology Section. Medical Service 
VAMC Sepulveda 

Carol Jelllson, Assistant Chief. Human Resources Management Service 
VAMC Sepulveda 

Douglas A. Stewart, Chief Human Resources Management Service, 

VAMC Sepulveda 

Norma Swanson, R.N., Director of Performance Improvement, Southern 
California System of Clinics, available at LAOPC and VAMC Sepulveda 
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Mr. Shays. I am not going to hold my breath, and I sound a little 
sarcastic because that is the same question we asked of Dr. Mur- 
phy last time. I asked her the question, I think it is telling that 
you cannot name one person in the whole Department the only 
name she gave me was Dr. Spencer, and that was a 
neurotoxicologist, so some of them can be by definition. But I fully 
expected I would get a response from Dr. Murphy to straighten me 
out. She said, we can, of course, provide that for the record if you 
are interested. We wanted to know the people involved, and I said 
I would definitely like it for the record. And, Dr. Murphy, have you 
provided me that information? I am asking the question, have you 
provided that information yet? 

Dr. Murphy. We went back and searched our VA data base 

Mr. Shays. No, that is not the question I asked. I am allowed 
to ask honest questions and get honest answers to the question. 
Have you yet provided me that information? I am sorry? 

Dr. Murphy. No, sir, we did not. 

Mr. Shays. Do you have that information now? 

Dr. Murphy. In searching our data bases, the VA personnel files, 
we found that the research Ph.D.’s that we have in VA were not 
broken down according to those categories. They are called re- 
search chemists, research health science specialists, physiologists, 
microbiologists. And I have those numbers here today. We will 
need to go out and actually query each of our medical centers 
for 

Mr. Shays. When do you think you can provide that information? 

Dr. Murphy. We can do that. 

Mr. Shays. When will we get that information? 

Dr. Murphy. It will take several weeks. 

Mr. Shays. Dr. Kizer. 

Dr. Kizer. I apologize for the delay here, but the numbers I was 
looking for a moment ago in response to your question, the VA has 
at least, according to the numbers I was given at the end — for the 
end of December 31, 1996, we had 7,932 full-time physicians and 
7,745 part-time physicians. 

Mr. Shays. Thank you. 

Dr. Kizer, when I went to the West Haven facility, they were 
specifically asking questions about chemical exposure, and the rea- 
son was that they had physicians from Yale University who had ex- 
pertise in environmental exposures. And so they had the expertise 
to think to put it in their questions. They did it early on. 

We have a big disagreement on this issue. My view is that the 
soldiers were basically crying in the wilderness, and the one mis- 
take I think the VA made was to listen to the DOD and not our 
soldiers. That is my view of the six hearings I have had. 

We have tried to document at every hearing by bringing in vet- 
erans who will testify to the fact that they feel they were voices in 
the wilderness. And one of my theories if, in fact, that ultimately 
is found to be true — ^because we will find the truth to it, because 
whether it is true or not, we will know one way or the other even- 
tually — was that they basically felt that the doctors that were 
treating them had no background or expertise in chemical expo- 
sures, whether they were everyday chemicals or chemicals of war. 
And the theory is, and it is one that I think is plausible, is that 
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they basically were constantly being discounted because we didn’t 
have doctors who had that expertise. 

I would like to ask, Dr. Custis, if you think that is a possibility, 
if that ever showed up in your radar screen, or, Ms. Gwin, if that 
ever showed up in your radar screen. And that was the issue: Does 
the VA have people trained in chemical exposure? Then I will ask 
you to respond. Dr. Kizer. 

Dr. Custis. Not beyond the internist who has the ability to ad- 
dress problems regarding different chemical exposures. You talk 
about speciality, you are talking about a physician who goes be- 
yond that point and goes into great depth on specifically exposure 
to chemicals. For example, ophthalmologists have different cat- 
egories of specialization. There are general ophthalmologists who 
are perfectly capable of handling cataracts, for example. There are 
also a subspecialty of ophthalmologists who do nothing but cataract 
surgery. 

I think, to answer your question, I am not aware of the VA hav- 
ing any physician who is beyond the 200 and some who can — as re- 
ferred to, any one of those being in the VA. I can’t imagine the VA 
having any need for that level of subspecialty expertise. 

Mr. Shays. Let me just say to you in response to that — then I’m 
going to call on Mr. Sanders, and, Mr. Rostker, believe it or not I 
do have a question for you. And I am happy, Mr. Rostker, to have 
you comment on anything you have heard as long as you want — 
I find your answer really surprising because we have had doctors 
from the private sector come and testify that the VA basically 
wasn’t listening to our area because they don’t really respect it. 
That is their view. It may not be true. We have soldiers who were 
continually saying, I was describing symptoms that didn’t seem to 
be anything that they could relate to. 

And it would strike me that we know that after World War I, the 
DOD said, that no one had acute symptoms on the spot; therefore, 
chemical exposure was not a problem. We still have General 
Schwarzkopf saying that, and others saying if they didn’t die on 
the spot, basically chemical exposure wasn’t a serious issue. 

It strikes me that we knew after World War I that some soldiers 
came home after the war with no acute symptoms, later developed 
symptoms and died. We knew after the radiation that we are ex- 
posed to it. We know after Agent Orange; it was years later. And 
it would seem to me that somebody’s radar screen would say, we 
need people with expertise in these areas. This is war, and they 
use chemicals. It does strike me as kind of amazing that we 
wouldn’t have people with that expertise in the VA, but you basi- 
cally don’t seem to be surprised by that. 

Dr. Custis. At the time that active duty personnel were exposed 
to radiation, there was a general ignorance of what long-term expo- 
sure would amount to. We know better today. 

Mr. Shays. I wonder if we know better. I wonder if we do. 

Dr. Custis. Medical science is much more informed about the 
dosage that will cause a disease in terms of radiation exposure 
than they were at the time when so many active duty people were 
exposed in the South Pacific. 

That same thing will be true, I predict — I think all of us feel that 
the problem of low exposure to Sarin and chemical warfare agents 
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tomorrow will be much better understood, and there will be much 
more expert knowledge. 

I think you have touched upon a very real reason why DOD was 
so slow in appreciating that this was a problem, namely that the 
literature at that time would indicate that unless there were an 
acute manifestation of chemical warfare agent exposure, that there 
was no knowledge of any long-term ill effects. 

DOD took that information from researching the literature at 
face value and didn’t get particularly excited about it until there 
was more and more concern about are we wrong? Is there such a 
thing as a long-term effective low exposure? 

I think it is a matter of how soon science and information catches 
up with the medical profession. 

To go back to your challenge regarding whether or not the VA 
should have chemical experts, I think the need for chemical experts 
can be satisfied through consultation, as Ken Kizer has just de- 
scribed. 

Mr. Shays. Let me call on Mr. Sanders. Dr. Kizer, you will have 
a chance to respond to that question. 

Mr. Sanders. Mr. Chairman, I appreciate your line of ques- 
tioning, and I think this is what the problem may be: I think we 
have people up there who are extremely well-intentioned. I do not 
have the slightest doubt that they are working night and day try- 
ing to resolve this problem. 

I think the thrust of your questioning is whether they, in fact, 
have the background and understanding and the training, in all 
due respect, to approach a new type of problem dealing with chem- 
ical sensitivity. I think your line of questioning is, how many physi- 
cians do you have; and maybe that you don’t have the proper re- 
sources. 

Let me give you an example, picking up on the chairman’s ques- 
tioning. There is a medical association called — I believe I have it 
right — the American Academy of Environmental Medicine. To the 
best of my knowledge, they have treated mostly civilians, some 
25,000 people, over the last 20 years who have been made ill not 
by swallowing a toxic — that is where the problem is. We are talk- 
ing toxicology versus environmental medicine. What is the dif- 
ference? They have wonderful physicians who, if you overdose on 
something, you swallow something, they know how to treat it. And 
I am absolutely confident they could diagnosis and treat it well. 

Where, I believe, they do not have the background is the overall 
area of what we call environmental medicine, the combination of 
factors that make people sick. That is not a criticism. That is a con- 
tentious and debatable diagnosis in modern medicine today. 

I would suggest to you — and this is what gets me a little con- 
cerned. And no one is here criticizing. We know you are trying your 
best. But instead of saying, gee, we don’t have the background 
here, let’s go to those people who may have the background. 

If I were to tell you — if, as a common-sense observer out there 
saying, gee, we have folks treating 25,000 cases of people, treated, 
treated, why aren’t we running to those people and bringing them 
in? I could list you names. Have you just — let me do this, picking 
up on the chairman’s line of questioning — have you over the years 
been in formal contact and asked for the advice of the American 
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Academy of Environmental Medicine, have you done that, who 
have treated 25,000 people who have been made ill by chemical ex- 
posure? 

Dr. Murphy. We actually have two MCS specialists on our VA 
Persian Gulf expert committee, which is a federally chartered advi- 
sory committee that would give us advice on a routine basis. 

Mr. Sanders. But you didn’t answer my question. Doctor. Have 
you brought those people — have you implemented any of the treat- 
ments that they are working on? There is treatment out there. 
Have you? Yes or no. 

Dr. Kizer. I will defer in part to Dr. Murphy, but I would under- 
score part of what you said or alluded to is that much of the treat- 
ment that is advanced is highly controversial as to both its efficacy 
and in some cases its safety. 

Mr. Sanders. I beg to differ with you. Give me any evidence that 
there is any safety element in this treatment. There has never been 
any evidence of that. This is a low-tech type of treatment. 

Dr. Kizer. You are referring to part of the treatment that has 
been advanced by some of the members of that group. There are 
others who have advanced other types of treatment that belong to 
that group that does have safety implications, whether it is using 
things like ads, which is concentrated bacteria, chelation therapy. 
There are coffee enemas, a variety of other things. I think what 
you are referring to is a portion of it, so I think you have to make 
that distinction. In the aggregate there are concerns both about 
safety and efficacy. 

As far as the dietary treatment and things like that, that is 
something that again we would remain open to. I think part of the 
questioning there is that if we are going to fund the treatments, 
pay for treatments that are not proven or that haven’t been shown 
to be efficacious, then that means that somebody else may not be 
treated because of limited funds. We have 

Mr. Sanders. That is exactly what the problem is here. You are 
talking about different approaches to science. I think you don’t 
know, in all due respect. I think there is an area of work — let me 
give you one example, if I can, Mr. Chairman, and I will explain 
how I got involved in this. Be patient with me here. 

As Members of Congress, we get a lot of strange calls. I got a 
call from a woman in Montpelier, VT. She said to me, “Mr. Con- 
gressman, I installed a new carpet in my house. You are not going 
to believe this, but I became very ill, and my kids became very ill.” 
And you know what I said? I said, lady — I didn’t say this, but this 
woman is crazy. I never heard of such a thing, getting a carpet in 
your house and getting ill. What kind of nutty stuff is this? 

We did a little research. You know what we found out? Twenty- 
six attorneys general throughout the United States of America 
were pressuring the EPA and the Safety Products Committee here 
in Washington to do something about it. This was a problem. 

Well, we got into it, and the late Mike Synar of this committee 
did a wonderful job, did a big hearing on it. We had the EPA up 
here. The EPA said, yes, we know there is a problem. The EPA 
itself, you might remember, Mr. Chairman, removed carpet from 
their own building, you remember that, and they said, yes, we 
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know there is a problem, but we don’t fully understand the prob- 
lem. 

It turns out there are physicians all over the country who treat 
for this and who wrote to us. We got all kinds of letters that say 
we are treating kids, adults made sick by chemicals in carpets. We 
had the EPA up in a hearing similar to this. Their line of rea- 
soning, not dissimilar to yours is yes, we know there is a problem, 
but we don’t know how to treat it and think there may be a prob- 
lem. I asked them, have you talked to one physician who treated 
one patient made ill by a carpet? I never forgot their answer: No, 
we haven’t. 

Essentially you are saying the same thing. You are saying there 
are people out there, there are physicians out there, and while you 
may be right that there may be some experimental and potentially 
dangerous types of treatment, there are other treatments, as you 
well know, that do not have dangers. It is amazing to me that you 
are not begging to bring in those people who are providing low- 
tech, nondangerous treatments and see if they are efficacious or 
not. 

Dr. Kizer. I think we would welcome that, if I understand your 
question, and I want to come back also to respond to a comment 
that the chairman made. If those individuals are willing to look at 
this, and it doesn’t have to be a long, drawn out study, but to look 
at the efficacy of that treatment under accepted protocols or tech- 
niques that will give us a reliable answer, we are very willing to 
look at that. 

Let me put an offer on the table, because I think that in some 
ways there is a good parallel example in the issue of silicone breast 
implants, and the decision that was made by the judge in Oregon 
in this case that — and because this also is an area of some conten- 
tion — that if you want to name some experts that have nothing to 
do with Persian Gulf, and we will name some experts and we will 
put them together to agree on what the methodology, what the cri- 
teria should be for accepting the data, then we can do that. 

And I think that is what was done in the case in Oregon; that 
because of the proponents of different schools and different ration- 
ales as far as whether the silicone breast implants were causing 
the alleged array of diseases, so the judge took noninterested indi- 
viduals, who said these are the criteria that the evidence the data 
should meet, and we have no vested interest in this whatsoever be- 
cause this it not our area, but that is what sound science, sound 
methodology, sound investigative principles would suggest 

Mr. Sanders. Let me ask you a question. I mentioned to you be- 
fore that you had a physician. Your own physician in Northampton, 
MA was treating people with some success. Have you contacted 
those patients? One of the things common sense would dictate if 
somebody is treating somebody, is that you might want to ask, hey. 
Sergeant, was that treatment successful? How did you feel before 
you went in? How did you feel after you went out? If you had 50 
people saying, you know what, I don’t know why, but this treat- 
ment seemed to have worked, if I were you, I would be on the first 
plane to talk to that person and find out what is going on. 

Dr. Kizer. We even did more than that. What I suggested in that 
case was that we hire a methodologist at VA expense to help the 
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doctor put together the study that would show if, indeed, there 
was. And I think, as you well know, in some cases people feel bet- 
ter despite of or because of the treatment they receive. And I think 
what we need is, again, the agreement on what are the principles, 
how the data should be viewed, and we certainly have made offers 
and made the services of methodologists available to them. 

Mr. Sanders. One thing to be in a committee, but in the real 
world the end result was you had somebody who was before the 
House subcommittee in 1993, went through all of the hoops, did a 
lot of work. I think this was in addition to a normal service as a 
VA physician. She did this on her own. And it took years before 
this thing was dealt with, she apparently felt, for whatever reason. 
You are saying one thing, but the end result was she felt, hey, they 
are not interested. 

And I guess I would hope that we have broad enough egos to un- 
derstand that none of us know everything, and I hope that we are 
open to various forms of treatments. Frankly, I don’t think you 
have been, and I hope that you will be. I think it is a very impor- 
tant issue. 

Dr. Kizer. I can’t comment on 1993, since I wasn’t associated 
with the Department. 

Let me respond to something that the chairman proposed. For- 
give me, I don’t remember the exact question, but the point that 
I wanted to make was that I, as someone who has been a consult- 
ant in the area of toxicology and worked with it, I think my index 
of suspicion and concern for chemical causation may be higher than 
some others. And indeed, coming into the VA, my observations in 
this regard is that the VA community is no different than the reg- 
ular medical community or the rest of the medical community in 
having perhaps some lesser sensitivity at times than they may 
have. At least they are exploring the potentiality, not necessarily 
that there is a cause-and-effect relationship. 

That is one of the reasons why we are establishing a number of 
new fellowships in the VA; this summer 12 new fellowships in med- 
ical toxicology will be supported, as well as funding additional phy- 
sicians in occupational and environmental medicine. We will have 
25 new physicians this summer and hopefully double that the com- 
ing year. 

One of the concerns that I might just mention, though, in the 
area of medical toxicology is that the training programs have had 
a shortage of individuals applying for those positions since it is not 
something that there is necessarily a demand for in the private sec- 
tor. 

Mr. Shays. I appreciate your response to that. I do think that 
that will be very helpful. 

Dr. Rostker, I don’t know if I am going to be waking you up 
or 

Mr. Rostker. Here to respond to your questions, sir. 

Mr. Shays. I was feeling a little uneasy that we invited you, and 
you are just having to sit and listen to this dialog, but somehow 
maybe there is some good to come from it. 

I have been concerned that the DOD, basically given the history 
after World War I, given the history basically with radiation and 
Agent Orange, that the DOD would have an attitude different 
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than, “if we don’t see acute symptoms, we don’t think there is a 
problem.” That is one concern I have, and I would like you to re- 
spond to that. 

The other concern I have is that — and obviously since I am not 
a physician, I could just be totally off base, but someone in Con- 
necticut served in Persian Gulf. His job was to spray the troops 
with lindane. He was in a confined area. I am told by occupational 
environmentalists here that there are certain chemicals that you 
would simply make sure if they were using, there would be ventila- 
tion and so on. This individual ended up dying with pancreas can- 
cer, and I remember one doctor saying there can’t be any connec- 
tion between lindane and pancreas cancer. 

But the bottom line is we know how chemicals are stored on 
bases. We also know that we are not shutting down some bases be- 
cause there are such chemical challenges in some of them, because 
if we did, the cleanup would be immense. I think you get my drift. 

What are you doing to look at the practices of the Department 
as it relates to the use of chemicals, not just defensive and offen- 
sive, but chemicals in general? 

Mr. Rostker. First, let me just state for the record I am not a 
physician, I am an economist, and after hearing this discussion, I 
thank my lucky stars that I went to graduate school in economics 
and not medicine. 

Mr. Shays. Because that is such a pure science, right? 

Mr. Rostker. Absolutely. 

As you know, or may know, the Department of Defense did fund 
in the 1970’s some research on low-level chemical exposure. The 
subjects were workers at chemical weapons plants who were inad- 
vertently exposed to chemical — low-level chemical exposures. And 
that research, unfortunately, was not pursued as far as it could 
have gone. You are absolutely right that we had the presumption 
that all we had to worry about was acute poisoning from chemical 
weapons. 

I don’t think it is fair to characterize General Schwarzkopf or the 
other leaders as waiting for people to drop dead before we had a 
concern for chemicals. That there is 

Mr. Shays. It isn’t fair, so let me clarify, since they saw no acute 
symptoms, and there was some reference to nobody dying. 

Mr. Rostker. If I might, the Gulf war is probably the major, the 
most significant concern for chemicals that we have had since 
World War I because we did know that Saddam Hussein used 
chemicals both on his own people and on the Iranians. So the ex- 
traordinary precautions that were taken almost bordered on the 
hysterical. 

The out borders are replete with references to protecting the 
troops, to training, to making sure that we had the best chemical 
gear that we could have at the time. And, in fact, as you know, 
when we went into the offensive part of the war, the troops were 
not in their normal utilities, but were in their MOP suits. And the 
examples 

Mr. Shays. That is the protective gear? 

Mr. Rostker. The protective gear, exactly. 

And invariably where we have even the slightest indication that 
chemicals may have been present, there is also a recording in the 
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records that are available to you and to the public, the comment 
that the troops 

Mr. Shays. According to? 

Mr. Rostker. According to the logs and accounting of operations. 

Mr. Shays. My understanding is that more than 50 percent of 
those logs are not available. 

Mr. Rostker. The ones that we do have are replete with the 
troops moving into MOP 4 and further action being taken. 

Mr. Shays. I don’t know what you mean by “further action being 
taken.” 

Mr. Rostker. A test, confirmational test, doing a 256 kit test. 

So I think the record will sustain the fact that, as one of the out 
borders said, the safety of the troops were paramount. 

But it is true that we did not appreciate the possibility of effects 
from low level that might persist over time, might manifest itself 
not immediately, but years later. We are prepared to undertake 
that research necessary to fill that knowledge gap so in the future 
we can be more responsive. 

Mr. Shays. Do we have any record of Iranian civilians having 
health problems as a result, potentially, of chemicals? 

Mr. Rostker. In the timeframe of the war? 

Mr. Shays. And since then, and — Iraqi, not Iranian. Let me re- 
state the question over again. I misstated. 

Does the DOD have any knowledge, do you have any knowledge, 
does the DOD have any knowledge that we would be able to see 
of health care challenges that Iraqi civilians have as a result of the 
war? 

Mr. Rostker. There were some accounts near Basra, as the Re- 
publican Guard was retreating, of some possible exposures, but 
that is the extent that I know of I believe we have asked the ques- 
tion of the Kuwaitis, and they have indicated that they have none. 
But that is the extent of my knowledge. 

Mr. Shays. Your testimony is you have no knowledge of Iraqi ci- 
vilians not being exposed, but having serious symptoms? You have 
no knowledge of symptoms similar to the U.S. soldiers and the al- 
lies? 

Mr. Rostker. Not that I have. 

Mr. Shays. Could I ask you to check your records? 

Mr. Rostker. Of course. 

Mr. Shays. Since I need to be very definitive here, we have two 
requests on the table. Doctor. One of them will be the request you 
are going to show me from 1993 to 1995 specific studies that you 
asked for dealing with chemical exposure, someone else asked for, 
because you were telling me there were studies. I wouldn’t need it 
for the committee today since I wouldn’t know what to do with 
them, but I will give a few weeks if you would get back to us with 
that, in addition to the two previous questions that we asked Dr. 
Murphy. 

And, Dr. Rostker, if you would check the records to see if there 
is any evidence or concern on the part of the U.S. Government that 
Iraqi civilians may have some of the same symptoms that our allies 
have. 

Mr. Rostker. We will do that in toto, but let me be clear that 
there were reports of civilians possibly exposed to chemical weap- 
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ons near Basra at the end of the war as the Republican Guards 
were retreating and as they were — as action in that city with the 
Shiites. 

Mr. Shays. One of the interests that I have is that the CIA did 
projections of what would happen to the plumes when we blew up 
some of the depos and some of the chemical plants, and in every 
instance they would not come toward our troops. If they would not 
come toward our troops, there we have some question mark be- 
cause they went somewhere. 

One of the ironies would be if we could learn basically from our 
previous enemy that they are encountering some of these problems, 
that we may have a common interest in exchanging information. 

Mr. Rostker. Absolutely. 

Let me, if I might — we are in the process of distributing almost 
22,000 questionnaires to servicemen who were near the 
Khamisiyah, within 50 kilometers of the Khamisiyah, and we will 
have a much better understanding of any anomalies that they saw 
or any possible health effects that they suffered around that explo- 
sion. And I hope that that analysis will be available in the month 
of February. 

Mr. Shays. I just have basically three more questions here. I 
would like to know first off if — from you. Dr. Kizer — if the VA is 
sharing its health registry data with the DOD investigative teams. 

Dr. Kizer. The DOD shares its data with VA. VA shares data in 
the aggregate with DOD. We have not provided individually — or 
data that would be linked to an individual largely pursuant to the 
feelings that have been expressed by individual veterans as far as 
providing that information back to DOD. But we certainly 

Mr. Shays. As a privacy issue, that you are not providing the 
registry information to the investigative teams; is that right? 

Dr. Kizer. The aggregate data, the data that is not linked to in- 
dividuals, has not been provided to DOD largely in response to the 
requests or the feelings that they expressed by the veterans. 

Mr. Shays. How do we know how they request it? Did they say 
they don’t want it provided? Is there a question in the protocol that 
asks that? 

Dr. Murphy. No. Our physicians talk to veterans every day. 
They call into our offices on the phone, and there is a feeling 
among veterans that — whether it is true or not — that if the registry 
health information was provided to DOD, it might have an impact 
on their career as a reservist or active duty member. So, yes, there 
are concerns. It doesn’t impact our ability to deal with aggregate 
data. Because DOD sends the data as provided to the VA, we can 
do the analysis. It really is not an issue. We do provide aggregate 
data back to DOD with no personal identifiers attached. You can 
ask the veterans here today if they would like their personal data 
sent to DOD. 

Mr. Shays. It might be wise to have that as part of the protocol, 
to ask if you are able to share that information for their own basic 
health. 

Mr. Rostker. I would like to make it perfectly clear that we are 
not interested in the name or Social Security number of anybody 
who is registered, but if we are going to do the appropriate cluster 
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analysis, it would be extremely helpful to have the individual 
records at a unit level. 

We believe we can safeguard the privacy of the individuals. We 
don’t need health identifiers. We don’t need rank. We don’t need 
the name or Social Security number. I think we will be trying to 
work with the VA to resolve this issue. 

Mr. Shays. Is that something that, Dr. Kizer, could be resolved 
based on that kind of request? 

Dr. Kizer. I think we need to look at it and see exactly what that 
means. We are certainly open to it, and I would say two things: 
One, to date. Dr. Rostker recently has assumed his position and 
raised this issue very recently. Prior to that. Dr. Joseph and the 
folks from the Health Affairs were satisfied with not getting the in- 
dividually linked data. I think first and foremost, though, we want 
to get some feeling from our Veteran patients as to whether this 
would be a problem for them. 

Mr. Shays. How long ago was that request made? 

Mr. Rostker. We had this discussion over the last month or so. 

I would say that in terms of doing epidemiological studies. Dr. 
Joseph had, in fact, reached an accommodation with the Veterans 
Administration. 

However, in terms of the kind of analysis that we would find 
most helpful to at least screen the possibilities of exposure, it 
would expedite our research and inquiries if the information were 
available with no personal identifiers. 

Dr. Murphy. I can guarantee you that VA will cooperate in all 
of those efforts as long as we can maintain the confidentiality of 
veterans. 

Mr. Shays. It would seem to me there would be a way to main- 
tain confidentiality. It seems to me a no-brainer. 

Dr. Kizer. I am not sure it is an issue really. 

Mr. Shays. That would be nice. 

Dr. Rostker, is there any comment? 

Ms. Gwin, you have been very patient here, and. Dr. Custis, do 
you have any closing comment you would like to make before this 
committee? I appreciate your patience and participation. 

Dr. Custis. No, I think not, Mr. Chairman. I think you have cov- 
ered it very well. 

Mr. Shays. I don’t know how much we covered. You are gracious, 
but I am disappointed, frankly. 

Dr. Rostker. 

Mr. Rostker. Mr. Chairman, I would like to hear from those 
who served with us and those who continue to serve with us in ac- 
tive duty in our reserve components. As I have said in my state- 
ment, it is imperative that we get to the bottom of why so many 
people are ill. We owe it to them, but most importantly we owe it 
to the future soldiers, sailors and Marines and airmen who will be, 
I am sure, placed in harm’s way in service to their country. We owe 
them no less. 

Mr. Shays. I think we probably all agree on that. 

Dr. Kizer, before I ask if you have any closing comment, and 
maybe Dr. Murphy, can you tell me what the analysis of VA reg- 
istry of Khamisiyah tells us about the health effects of exposure to 
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low levels of chemicals? Have we learned anything from the VA 
registry in regards to Khamisiyah? 

Dr. Murphy. We have had long discussions on the usefulness of 
VA registry in the past, and I would like to preface my statements 
with all of the caveats that we have previously put on it. The reg- 
istry is health surveillance data and does not give definitive an- 
swers, is clearly still true. I think it can he used as a tool to get 
a snapshot on a particular issue, and that is what we have done 
in searching the registry data base with the names of the 21,000 
individuals that DOD tells us were within 50 kilometers. 

In looking at the comparison between registry participants over- 
all and Khamisiyah veterans, really there aren’t dramatic dif- 
ferences between the two except in two areas. No. 1, the — both the 
individuals within 50 kilometers and those who were identified as 
part of the demolition team, are on your charts as being onsite, 
have — ^virtually all have symptoms, and that is different from the 
other 52,000 individuals that we looked at in the registry, 12 per- 
cent of whom have no symptoms. 

The other difference is that those members of the demolition 
team have a higher percentage of musculoskeletal symptoms. It is 
16 percent versus 28 percent. There doesn’t appear to be a dif- 
ference between the 50-kilometer group and the other group. The 
reasons for those differences are not entirely clear at this point but 
could be addressed by the epidemiologic research studies that are 
currently being requested. Protocols are being requested through 
an announcement that was released by DOD in December and are 
due in on February 19th. 

Mr. Shays. Dr. Kizer, you said today that the Persian Gulf Reg- 
istry was never intended to or designed to be a scientific research 
study. I infer from that that it is basically a helpful document, but 
it shouldn’t prove or disprove any conclusions. Would you conclude 
with that? 

Dr. Kizer. I think that is what the statement says, sir, that the 
Registry is first and foremost a health access program. Insofar as 
it provides, or can be hypothesis-generating, it may be useful in 
that regard, but in and of itself it is not a 

Mr. Shays. Do you have any closing comment you’d like to make? 

Dr. Kizer. I would perhaps just reaffirm two points that I made 
before. One is that while we think the VA approach and program 
is a good one and a comprehensive one, we are continually looking 
for ways to improve it, and we certainly welcome the oversight and 
the scrutiny that this group and many other groups have provided 
in an effort to improve the program. 

Second, I would just say that I would — I think at times in an ef- 
fort to be precise in our statements and to ensure that we are com- 
municating it, it may create an incorrect illusion that there is an 
attempt not to be responsive, and I certainly hope that is not the 
case. And through continued dialog it will be clear that we want 
to be as responsive as possible, but we feel the need to also be as 
precise in our responses as well. 

Mr. Shays. Dr. Kizer, I will respond to that point. I think it is 
very important, especially your field, that we are being very pre- 
cise. I just have to say to you that the difficulty I had in getting 
a dialog as to what the Registry was at one point was something 
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that I did not expect we would have that challenge in commu- 
nicating. It tells me that rather than having Dr. Murphy before us, 
I think probably you should be conferring so we can iron out those 
differences. 

I thank all of you for coming, and I thank all of you for your pa- 
tience. We are going to recess, as there is a vote on the floor. Since 
it may be over in 15 minutes, but since I can’t be certain, I am 
going to recess until 2 o’clock. 

[l^ereupon, the subcommittee recessed at 1 p.m., to be recon- 
vened at 2 p.m. this same day.] 

Mr. Shays. I will call this hearing to order and I apologize to our 
witnesses. This has been a momentous day in the history of Con- 
gress. Some of you have to be at 3:00 — Dr. Haley, where do you 
have to be? 

Dr. Haley. Over in the Senate building, Russell Senate Building. 

Mr. Shays. You have to be at the Pentagon at 3:00? 

Dr. Haley. I have to be there at 3:30. 

Dr. Duffy. I have to be at the Pentagon at 3. 

Mr. Shays. Can you change it to 3:30? I will tell you what we 
will do. We will meet with you first. Since there is only one person 
asking questions, you may be able to answer them. We’ll let you 
leave before the other panel starts up. I need to swear all of you 
in. Dr. Schwartz, I assume you do not have a timeframe. 

Dr. Schwartz. No. 

Mr. Shays. All right. Thank you. 

[Witnesses sworn.] 

Mr. Shays. For the record, all three witnesses have responded in 
the affirmative. Our second panel is Dr. Robert Haley from the 
University of Texas Southwestern Medical Center; Dr. David 
Schwartz, University of Iowa Medical School; and Dr. Frank Duffy, 
Harvard Medical School: three distinguished practitioners and 
academicians. We are very grateful you are here. Dr. Duffy, since 
you have a 3:00 appointment, we’ll let you go first and we’ll get you 
out of here, and Dr. Schwartz, and we will get you out of here, by 
15 of. Do you have a fast car? 

Dr. Duffy. Taxi. 

Mr. Shays. OK. Maybe somebody can get a cab and have it wait- 
ing for him. So, Dr. Duffy, why don’t you go first. 

STATEMENTS OF FRANK DUFFY, M.D., ASSOCIATE PROFESSOR 

OF NEUROLOGY, HARVARD MEDICAL SCHOOL; ROBERT 

HALEY, M.D., DIRECTOR OF EPIDEMIOLOGY, UNIVERSITY OF 

TEXAS SOUTHWESTERN MEDICAL CENTER; AND DAVID 

SCHWARTZ, M.D., PROFESSOR OF INTERNAL AND PREVENT- 
ATIVE MEDICINE, UNIVERSITY OF IOWA MEDICAL COLLEGE 

Dr. Duffy. Thank you, Mr. Chairman. This presentation will re- 
view evidence that’s actually been around a while, that low levels 
of exposure to the nerve agent Sarin can produce long-lasting ef- 
fects. In fact, this began in the 1970’s when the post surgeon at 
Rocky Mountain Arsenal noticed a symptom complex amongst 
workers there. Rocky Mountain Arsenal, as you know, is the Army 
facility charged with maintenance of nerve gas munitions. What he 
noticed is they were forgetful, there were problems with concentra- 
tion, they were irritable and, in particular, they had problems in 
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sleeping, but with the peculiar twist that there was excessive 
dreaming. Also there was complaints of decreased libido, dimin- 
ished sexual performance and, putting all that together, the main 
complaint, the presenting complaint was trouble with relationships 
and trouble keeping their jobs. 

As you might imagine, workers who were demilling nerve gas, 
this was not prime employment so there was an overrepresentation 
of minority and immigrant workers. And Dr. Gaon initially thought 
that this was just a problem that one would associate with lower 
socioeconomic classes, but then he recognized that what was really 
going on was that these were the people he had actually seen with 
histories of exposure, on-the-job industrial exposure. So he took it 
to the Department of the Army, and it was at that point I became 
involved. 

I was what was called an obligatory volunteer back at that time, 
and I was involved with the planning and implementation of the 
two-part project. The idea was it does seem kind of farfetched that 
people would have symptoms a year or so beyond exposure to 
organophosphates, so let’s really nail this one, let’s do it on pri- 
mates, on monkeys. 

So we had a project with rhesus monkeys at Edgewood Arsenal, 
and the idea was we would expose them to a range of Sarin, from 
an exposure that would require treatment to survive and a very 
low level where the animals didn’t turn a hair, and look at them 
a year later, and not just look at their behavior but to do it objec- 
tively. So we put together a team of people to record brain elec- 
trical activity, EEG, and analyze it by computer, which was pretty 
good back then, a good approach. We still do this. 

The results of the study were there were differences in the tem- 
poral lobes of the monkeys and they were not seen in the monkeys 
who were not exposed. That surprised everybody, but it was suffi- 
cient evidence to go ahead and look at the workers at Rocky Moun- 
tain Arsenal who had this history. There were some 77 of them. 
And we matched them with workers on the post who had never 
had an exposure and who their blood checks showed they had 
never had an incidental exposure. The workers — this will come to 
be important for a moment — had a documented exposure; there 
was an accident. They were working with the compound, they had 
physical findings, and a 25 percent reduction in their own baseline 
cholinesterase levels. So they had exposure. 

We took as an outcome point 1 year after their last exposure. 
Some had only one exposure, a few had as many as six or seven, 
but we looked a year after their last exposure, and we found by 
computer analysis of EEG the very same findings we found in the 
monkeys. We took it a step further and I — on a double blind basis, 
I visually analyzed the EEGs and found out that their overall 
EEGs showed a pattern we would now call encephalopathy, that’s 
out alpha was reduced and slowing was increased by visual inspec- 
tion. So another thing we found. 

But one of the more interesting things was their all-night sleep 
study showed an excess of the phase of sleep now known as REM, 
or dreaming sleep. We have a phase of sleep where we just lie kind 
of quietly and a phase where, usually occurring toward the morn- 
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ing, where the eyes move. And that’s what you can see, and when 
you awaken someone in that period, they are dreaming. 

Now, this population had an increase in dreaming sleep, which 
fit very well with their complaint of excessive dreaming, hut there 
are very few compounds that actually increase REM sleep. Most 
compounds diminish it. Sleeping medications knock it out. The 
compounds that can do it is LSD, mescaline, some of the 
psychostimulants, but also the organophosphate anticholinesterase 
agents like Sarin will do this acutely. 

So there we were with a monkey study and a human study indi- 
cating that 1 year after exposure there were differences that could 
be objectively measured on a double blind basis by computer and 
it seemed inescapable that the human brain responds adversely to 
exposures to organophosphate anticholinesterase, and in this case 
it’s Sarin. One of the key issues — I might add that 6 months or so 
ago, or more, when I was aware of what might have been hap- 
pening in the Gulf war, a couple of my companions 

Mr. Shays. Just so I have a sense of the timeframe, when did 
you begin the study on the monkeys? 

Dr. Duffy. This study was published — the dates are on the back 
of the handout, but I think the late 1970’s, early 1980’s. So this has 
been in the possession of the Department of Defense, paid for and 
managed by them and accepted by them completely. And what I 
wondered is why, when this all came up, and one of my buddies 
who is in the reserve said, Frank, they are going to call you up and 
why I never heard anything until the New York Times called me 
last December. So I was curious about that. 

The other thing I wanted to sort of offer was my impression of 
how things worked back then when this incident came up. We were 
a group of physicians under the Army Chemicals Corps, the only 
physicians in the Army that didn’t report to the Army Surgeon 
General. So when this came up and I went out to Rocky Mountain 
and looked into this and read the literature, it was perfectly clear 
that not only were people after Sarin exposure showing long-term 
effects, but it was widely accepted in the pesticide industry that ex- 
posure to related compounds like malathion and parrathion or the 
chlorinated hydrocarbon insecticides led to long-term consequences, 
widely known but not really played up. 

Mr. Shays. I am just going to interrupt you, and this will help. 
Not widely made well-known because the industry didn’t want to 
alert OSHA and the others 

Dr. Duffy. It was not to their economic advantage to have it 
known. And I might add, there is extensive anecdotal literature on 
long-term exposure to malathion and parrathion, which are well 
known in the crop dusting industry and California has done some 
studies on this. But I brought it up to the Army and said, hey, this 
is bigger than us. There is a big public health issue of exposure to 
these compounds and their long-term effects. Don’t you think that 
should be taken up to at least the Public Health Service Surgeon 
General’s level and we should investigate not just our population, 
which was very nicely controlled, but we should include the pes- 
ticide facilities that were near? And the response was not only will 
we not take it up to the Public Health Service, it would not move 
out of the Department of Army and not even get up to the Army 
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Surgeon General until we had our ducks in a row. This Army 
Chemical Corps was going to take care of themselves. 

Then over the years I have always asked myself the question 
why was I in charge of this program. I was right out of neurology 
residency and they pulled me out of the dream of draftees going 
over to Vietnam. Surely there must have been somebody in the 
Army better qualified than me to run this study and how did they 
know I could do it. 

So unless things have changed a lot, my impression of the way 
the government, and at least what I know the Department of Army 
used to word is they take care of things themselves. And that may 
be one of the system problems that could be changed, where — I’ve 
heard today that now there is a joint commission between the Vet- 
erans’ Administration, the Public Health Service and the DOD, but 
what happens if the expertise doesn’t happen to lie there. There 
should be the ability to move out into the public sector and find ex- 
pertise at universities and incorporate this and solve problems this 
way, without having someone lose face or someone being terribly 
worried that if they spend a little extra money they are going to 
be disadvantaged in promotion. 

So that’s a strong recollection I have. I mean, they pulled me 
kind of by accident rather than search the country for the most 
qualified person to do this. They solved this problem internally 
rather than call on the resources that they probably should have 
because it is a bigger issue than just organophosphates. 

My final comment is that I agree with Bernie Sanders’ comments 
that we have really got to get together and do something. I do 
think, however, that medical treatment is best targeted to disease 
that we understand, so that there is not only a treatment compo- 
nent, but there is an investigative component leading to more ap- 
propriate treatment. And why, if, say, EEC was so apparently use- 
ful in determining the population at Rocky Mountain Arsenal was 
exposed, has there not been an EEC project looking to see whether 
the same findings or similar findings are present and perhaps tar- 
geting those who might respond versus those who might not. 

At Rocky, for example, complicating the issue, we discovered that 
only about two-thirds of the people who had significant exposure 
showed the EEC effects and about a third did not. So there is an 
idiosyncratic nature to this, just as you know in multiple chemical 
sensitivity issues, you put the rug in the office and 2 out of 12 peo- 
ple will come down with it, but 10 didn’t. So it’s complicated be- 
cause it’s idiosyncratic, so you need to target and you need to look 
for mechanisms, and I know we don’t have time today, but the sus- 
picion is there might be EEC findings in this syndrome akin to 
some work we’ve done in chronic fatigue syndrome which has sur- 
prised us in terms of its direction it’s pointed us toward therapy. 
So there is a lot that can be done here, as well as I think, in a glob- 
al sense, looking at how the government responds to these — the 
freedom the government has to respond to these kinds of crises. 

Thank you. 

[The prepared statement of Dr. Duffy follows:] 
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BACKGBOmD 

At Rocky Mountain Arsenal (RMA) near Denver, an Army facility where nerve gas 
containing inimitions were stored and decomniissione4 the post surgeon. Dr. Maurice 
Gaon, noted an unusual numher of emjioyees presenriog with a symptom complex 
including fatigue, sleep difficulties (often excessive dreaming), memory loss, trouble 
concentrating, irritability and loss of libido. He came to recogrize that thi»s symptoms 
were primarily found in employees previously treated for accidental, on-the-job 
exposures to the nerve agent. Sarin - an organephosphate (OP) anticholinesterase 
(AChE). He reported his clinical findings to the Department of the Amy resulting in the 
projects outlined below which were designed to search for cvidetice of long term change 
in brain function following Sarin exposure. The overall research was known as Project 
IHACHE (long term effects of AChE exposure). 

ANIMAL (MONKEY) EXPERIMENTS 

The goal was to determine whether controlled exposure to Sarin could induce long term 
changes of monkey brain electrical activity. Experunents on rhesus monkeys were 
performed at Edgewood Arsenal, MD, the Army Chemical Center. The design was to 
expose monkeys to OP nerve agents at two levels, one simulating a severe but treatable 
exposure and the other simulating a series of miixtr clinically insignificant exposiues. 
The study outcome was determined one year following last exposure as tlie interest was 
to search for long term effocts. Control monkeys were similarly treated but Sarin was 
withheld. Outcome measures were derived from spectral analysis (frequency analysis) of 
the EEG (electroencephalogram) recorded from electrodes permanently approximated to 
the btaiji. Results demonstrated that brain activity, one year after exposure, differed 
between tlw exposed and non-exposed monkeys. Finding were similar for both the 
monkeys exposed to a large single dose and to multiple small doses. Findings included 
increased EEG beta or fast activity, seen most consistently in the temporal lobes. It is 
important to point out that whereas the large dose animals experienced nuyor brain 
electrical seizures (protected by paralysis and artificial respiration from anoxia) and 
might be expected to demonstrate brain change, the minor exposure group showed 
viitually the same results. These muiimally exposed animals had demonstrated no 
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behavioral chsm^ MowiBg each Sarin administtstioa Thas. for laoakejis. exposure at g 
level where no iasmediate effects coaM be observed was capable of produeing EEG 
change detectable one year following their final exposure. 

HUMAN STCTMES 

Giwi the unexpectedly positive findings from the anhnal work, it was decided to search 
for cbaBi^ in iaain electrical activi^ m stfojects at EMA with hiaeries of aeddeaSid, on- 
the-job, Sarin sjqxjswe. Enfiy into the study was limited to employees who (1) were 
involved in a clear-cut accident on the job that was likely to have resulted in an exposure, 
(2) who had appropi^e symptoms attd si^is of exposure, and C3) sritose cl»m!cai blood 
tests derormstrated lowers anficholmesterase levels. At time of evaluation, no sidgect 
could have a documented exposure within the previous year. Controls were taken fiom 
maintwance personnel at the same feciUty at no risk for exposure and with no hiSoty of 
same. These itidivithais approximated the same sockHKoaomte efa^es asid same 
working and Uviag environment as the exposed population. EEG (feta were gathered and 
specaal an^yxed in the waking state front traditional EEG scalp electrodes. Stfcjecfs 
were adtfitionally studied not only aw^e but also during an overnight sles^ period. 
Spectral analysis of EEG demonstrated an orcess of beta activity in exposed com|wed to 
sonttol subjocK maximal in the temporal re^ons, simitar to thoa; findings front the 
monkey study. Subjects with more exposures lad more abnonnal EKf &ta than thosB 
with fewer exposures. Those whose exposure was more than a year from time of EEG 
had lesser findings than those whose esqxtsure was closer to the year before EEG cutoff 
point. EEG dtm'ng all night sle^ stuches demonstrated an excess or EEM or rapid eye 
movranent sleep. Very few pharmacological 8®tnts augment REM sleep but OP agents, 
such as Sarin, are one such dass. The fact that these data were gadseted at least a year 
after foe roost recent exposure indicates that humans also show evidence of long tesm 
alteration of brain function following Sarin exposure 

FURTHER BASIC ANIMAL STORY 

It is believed that OP compounds produce their adverse actions upon the brain by 
reducing CTUcial AChE compounds. These important chemicals serve to remove any 
excess of the notml nearofransmitter compound, acetylcholine. If AChE is depleted by 
Sarin, acetylcholine builds up and seizures may result A troubiesome problem is that 
AChE, even if totally depleted by Sarin, should reconstitute after a few months, certainly 
well before a year. Thus the long term effects of OP AChE agents such as Sarin must 
stem from a secondary dtaoge induced by the period of low AChE (and hi^ 
acetylcholine) levels and not by persisting low levels of AChE. One possible expteation 
is Si^^ted by studies in rats adneh show that acetylehoIinB receptors in foe fcmpoi^ 
Irfoes appear to have a memory for past stimulation (which could reflect their 
participation in normal memory processes). For example the epiie|>tic "kindlb^* 
{fosnomenon involves repetitive stimulation of the rat temporal Icfoe «d demonsfrates a 
gradually increasing electiical and behavioral response to the same stimuhs as it is 
repeated. It has been shenvn that the initial cellular response during the kindling partf got 
involves, in jxut, a selective augmentation of tiie sensitivity of ac^lcholme rece^ns. 
Thus one exfdanation for late effects of Sarin exposure could be an unexpectedly long 
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augmentation of acetylcfiolirie receptor sensitivi^ during the relativsiy shorter period of 
reduced AChE. 

CHRONIC FATIGUE SYNDROME 

Chronic fttigue sytsdroiise <CFS), a in«iics! {robiem of undetermined and probably 
multiple etiologies, shares many of the olinicai features of both long tenti exposure to OP 
compounds and some fonns of the so termed Gulf War Syndrome (GWS). It has recently 
been demonstrated (meaing presentation, wort in progress at Harvard) that quantitative 
EEC (qEEG) analyses of CFS patients demonstrate a surprisingly cohesive pattern of (1) 
EEC sharp waves and (2) overall high EEC amplitudes involving the tempora] lobes. 
Thus it is likely that qEEG studies could detect whether patients with GWS have brain 
electrical activity that differs from non-symptomatic, matched controls. 

GULF WAS SYNDROME 

It has been sugg^ted that since Army persoimel did not appear to suffer acute symptoms 
which could be dearly recognized as lesuiting from acute Sarin exposure that this 
explanation for GWS must be irrelevant This is not necessarily a valid assumption. First, 
the tow level exposure monkey group demonstrated no symptoms beyond annoyance at 
receiving injections Second, most of the exposed Army personnel at RMA suffered 
relatively minor symptomatology. All RMA subjects knew, by circumstantial evidence 
that they had been exposed or were at risk for same. All were aware of the potential 
lethal nature of Sarin, and all were trained to seek immediate medical attention. Panic is 
commonly and understandably observed in individuals who know they have been 
exposed to nerve agents. However, should an equivalent level of exposure been suffered 
without the individual’s knowledge, it is doubtful that veiy many could have identified 
the source of their discomfort if indeed they noted any symptoms at all Thus it is quite 
possible to have a biologically significant exposure to OP compounds and not be aware 
of it acute exposure. 

SUMMARY 

Studies performed by or funded by the US Army in the past clearly demonstrate, for both 
monkey and man, that exposure to the nerve agent. Sarin, can produce long term 
alteration of brain function. Levels of exposure capable of producing such late effects 
may not be recognizable by subjects, acutely, especially if they are unaware of what is 
happening taking and/or are distracted by other activities. Furthermore, it is likely that 
new EEG studies of petscmnel afflicted by GWS could provide direct and unbiased 
evidence of brain change if present. 
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Mr. Shays. Dr. Duffy, I am going to get you out at 20 minutes 
of, regardless, but I am going to suggest to Dr. Haley and Dr. 
Schwartz if you would like to comment or even ask Dr. Duffy a 
question; that would be instructive to us. So I am going to ask you 
to make a comment and have Mr. Sanders go, and then I will go. 
If you would just make a comment. 

Dr. Haley. Yes, we are very familiar with Dr. Duffy’s studies, 
and we strongly agree that this is very important information that 
should be on the subject here. It raises the whole issue of how do 
you measure subtle neurological damage, subtle brain damage. As 
I am going to talk about in a moment, we found that a physician, 
in looking and doing all the tests a physician can do, a history, a 
physical exam, lab work, a physician cannot make the diagnosis of 
this in traditional medicine, and that’s the reason you have so 
many people putting in a rug and you go to the doctor and the doc- 
tor says there is nothing wrong with you, I can’t find a thing 
wrong. You do an objective test like this that’s subtle, sensitive, 
and compare it to a control, normal people. In a control study you 
can say this group is abnormal compared to the normal, and that’s 
right now sort of the state-of-the-art. So I think this is very impor- 
tant information that should be in the record and be the central 
part of discussion of this problem. 

Mr. Shays. Dr. Schwartz, do you want to make a comment? 

Dr. Schwartz. Yes, comment first as a clinician and then as an 
investigator. My area of specialty is occupational and environ- 
mental medicine in terms of the clinical practice of that, so I see — 
in practicing medicine in Iowa, I see a fair amount of patients who 
have been exposed chronically to pesticides. These problems that 
individuals have that Dr. Duffy is describing is not uncommon in 
individuals chronically exposed to organophosphates, and they pro- 
vide an incredible challenge and a lot of difficulty to physicians 
who have not seen this type of disease present itself in their nor- 
mal practice of medicine. 

So applying some of these very objective tests to begin to under- 
stand why some individuals have chronic complaints following ex- 
posures and other individuals might not have chronic complaints 
following the same exposures is very important. 

I think, as Dr. Duffy had said, it’s also important to look at the 
issues of why some individuals are susceptible to that problem and 
other individuals appear to be resistant to it. It doesn’t mean that 
they shouldn’t prevent those exposures. It’s just scientifically a 
very, very important question to answer because it helps us under- 
stand the pathogenesis. 

In terms of my response as an investigator, I think that some of 
the very preliminary epidemiology has been done in this field in 
terms of the Persian Gulf activities and health consequences, and 
some of that I am going to be able to present. Some of it is still 
ongoing and it will come out over the next couple of years, but I 
think that the next obvious step, the next very important step in 
terms of understanding this disease process is to do very detailed 
examinations and very detailed laboratory tests, including tests 
like EEG tests, to understand this not as a syndrome or as a group 
of diseases that we have never seen before, but to try to under- 
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stand whether this, these processes, these complaints, fall into dis- 
ease categories that we can treat. 

Mr. Shays. Let me interrupt you a second because I want Mr. 
Sanders to 

Dr. Schwartz. Sure. 

Mr. Shays. If you could try to finish up. 

Dr. Schwartz. Those are my complete comments. 

Mr. Shays. You are going to he here a little later? 

Dr. Schwartz. Yes. 

Mr. Sanders. I apologize for missing the opening part of your 
testimony. I am interested in two areas. First, a general question, 
we understand that everybody is trying to do their best to get at 
the root of this problem. Do you think that from what you heard 
today from the DOD and the VA and those people that they have 
the expertise to look at it — if you like in environmental medicine, 
that they have the background to make the diagnoses that some 
other people have been making? 

Dr. Duffy. Since my career doesn’t depend on the answer, my 
answer I guess would be no. You graduate from medical school, 
most people don’t think of the VA service or the Department of De- 
fense as the top two choices of occupation, but they might go there 
if there were medical conditions they were very interested in that 
were looked into in either the VA, like rehab medicine, or the De- 
partment of Defense in certain areas. But this is universally true. 
And what I think is missing is the ability of the VA to candidly 
recognize, we don’t have experts, they are out there, let’s facilitate 
the ability to bring them in and take a look. 

Mr. Sanders. Let me ask you — we always have a problem be- 
cause we’re not physicians, but am I correct in understanding the 
whole concept, and Dr. Schwartz mentioned environmental medi- 
cine, is kind of a different ball game historically than the VA has 
been playing, which is not a criticism. They do excellent work in 
various areas, but is it fair to say that analyzing, diagnosing and 
treating people who may have been exposed to a wide variety of 
chemicals is not what they have historically been expert in. 

Dr. Duffy. Or even at every major university medical center will 
have a department or someone of interest you can think of, places 
in the country. So when you have such a problem, I wouldn’t sug- 
gest setting up a branch — unless this becomes a major issue and 
we keep fighting in these areas, but I would think there should be 
some liaison rather than duplication, and the freedom to move out 
rather than causing someone to lose face. 

Mr. Sanders. OK. You used the word “freedom” a couple of 
times. What do you mean? 

Dr. Duffy. It’s cheaper to use in-house physicians than to con- 
tract. Second, it’s almost an admission of you can’t do it, therefore 
you had to ask for help. And that’s unfortunate. It doesn’t need to 
be that way, and really shouldn’t be that way. 

I might make one final comment. The work was partly made to 
sound — our work that I presented — made to sound irrelevant be- 
cause it might seem as you read it that the workers had more sig- 
nificant exposures than were relevant to the Gulf war. 

In fact, what happens is if you are working with this stuff and 
you know it’s a lethal agent and an accident happens, the first 
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thing that crosses your mind, I have 2 seconds of consciousness and 
5 minutes of life, and you panic and do everything you can and run 
to be protected as soon as you possibly can. Whether you are ex- 
posed or not, you walk in hyperventilating and in panic. 

My impression from actually going over all the records and as a 
medical officer at Edgewood looking at patients who had been in 
these types of accidents, you can have a biologically significant ex- 
posure and only maybe it sort of feels like you had a little too much 
chili for lunch or you had a fight with your wife or stayed up too 
late. That’s the kind of feeling, but that may last. I would put on 
as — as well, if you’ve taken a protective agent, you might not expe- 
rience that. And finally, if it’s over 100 degrees, you’ve got on your 
full military garb, you’re worrying about the missiles overhead and 
you’re wishing you were back in the United States, the little extra 
burden of a whiff of organophosphates you could easily miss and 
it still could be significant. 

Mr. Shays. I would like to understand, when you did this study 
with the monkeys, you were first surprised, and I guess I am miss- 
ing why you were surprised. What was the new revelation that 
made you surprised? It seems very logical to me. 

Dr. Duffy. In retrospect it seems logical. The fact that we did 
the study means we thought there was a reasonable probability 
that the monkeys would show something. But they said you are not 
going to be able to look at those people unless the monkeys show 
something. And a year later, you are not going to be able to show 
it. But they did. 

Mr. Shays. Now, the second part is given that’s quite a signifi- 
cant finding and has implications to workers, what is your state- 
ment as to what happened in the study? 

Dr. Duffy. It was accepted with open arms by the Army at the 
time. It keeps surfacing every time the spruce forests of Vermont 
are oversprayed by malathion and parrathion and people come out 
and go through the literature and see the report and I end up talk- 
ing on Vermont public radio or something like that. But 

Mr. Shays. That’s it. Raiders of the Lost Ark, and in the end it’s 
put in a box and they have this warehouse with billions of those 
boxes and they are saying we’re taking care of it. Is that the sense 
that I should have of what happened to this study? 

Dr. Duffy. What I think happened — this is third and fourth 
hand. The Army knew about the study. It was picked up by people 
not in a position to — not in — of a rank to make a statement for the 
Army. It was — a committee was formed to look into this. It was 
maybe or maybe not given to the committee, I am not sure. The 
committee, which was composed of civilians, came back with the 
recommendation there’s not much to this, and the Army said OK, 
and everyone said OK, and the VA said OK, and that was it. That’s 
what happened. Then someone really looked at the data more seri- 
ously. 

Mr. Shays. It makes you wonder if there aren’t other pieces of 
data like this and other studies that you are not aware of that have 
been done by someone else. It’s kind of scary to me. The implica- 
tion is you’ve determined that some workers were at risk from this 
kind of experience and it has long-term implications for a whole 
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host of areas, but even just for that plant it has tremendous impli- 
cations. 

Dr. Duffy. Well, for Denver and their water supply and I don’t 
know what happened to all those munitions out there. It used to 
be next to Stapleton International Airport. They moved. 

Mr. Shays. I am going to keep my word to you. You’ve been a 
wonderful witness. Thank you for coming. 

Dr. Duffy. My pleasure. 

Mr. Shays. Dr. Duffy, thank you very much. 

Mr. Sanders. Thank you very much. Dr. Duffy. 

Mr. Shays. Dr. Haley, you are next in line. You have to go over 
to the Senate, correct? 

Dr. Haley. Right. 

Mr. Shays. And you have to be there at 3:30, and that’s a 15- 
minute walk, so I think we’re doing fine. Why don’t you make your 
statement? 

Dr. Haley. OK, we published three articles in last week’s issue 
in the Journal of the American Medical Association, and what I 
would like to do is list several main conclusions that came from 
this study. Basically we studied one group of Seabees, a battalion 
of Seabees. So what we’re going to say pertains to this group. To 
the extent we can generalize we don’t know yet, although they 
seem to have the same type of symptoms that many other groups 
have. But what we’re going to say deals with this group. 

We started this back in early 1994, and our first activity was to 
attend the National Institutes of Health Consensus Conference in 
April 1994, and when you are trying to reconstruct what’s done 
badly and what’s done well in this scenario over the last several 
years, you really need to look at that conference. Had that con- 
ference not occurred and the VA central office was primarily in- 
volved in establishing that conference; that conference all at one 
time summarized everything known, summarized all the informa- 
tion from the VA registries, DOD information, everything about 
risk factors, everything about symptoms, and that sped us up by 
at least a year. 

Mr. Shays. What was that conference? 

Dr. Haley. That was at the National Institutes of Health in 
April 1994. And all in 2 days we caught up 3 years’ worth of infor- 
mation and we went from that conference and in the following 
week we designed a series of three studies that have now been peer 
reviewed and published. But it was due to that. And I think that 
was a signal event in all of this and really needs to be high on your 
priority as you reconstruct what’s happened. 

Mr. Shays. In other words, it’s very important and your point is 
that the bottom line is the VA did something extraordinarily help- 
ful. 

Dr. Haley. Absolutely. See, this is the way science works. A se- 
ries of small steps, even missteps, information is collected and then 
at some point you summarize it and present it to whoever is there, 
and there were veterans groups there and scientists, different in- 
terest groups, and right there sitting in the audience I had some 
insights about how to design a study, and my collaborator. Dr. Tom 
Kurt, toxicologist, said I think I know what this is, I think this is 
the syndrome of OPIDP. And we went off and started looking into 
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chemical combinations and doing epidemiologic studies. And that’s 
how science works, and this process was well carried off. It was a 
great hour, a great 2 days for the country. So I wanted to start off. 
Here’s what was designed then as a result of that process. 

Mr. Shays. Let me understand one thing. If you want to inter- 
rupt at any time, because we’re going to get you out of here, but 
I don’t understand the 3-year reference. 

Dr. Haley. That was 3 years from the end of the war. And in 
that 3 years, a lot of work was done looking at risk factors, things 
that happened in the Gulf war, collecting registries of patients’ 
symptoms. So we were presented in that 2 days with a complete 
inventory of all the things that were possible. 

Mr. Shays. So you didn’t say you had 3 years, it just took the 
3 years of collected data and presented it to you, you didn’t have 
to hunt for it, it was just right there. 

Dr. Haley. Yes. It would have taken us a year to find it, but it 
put us ahead a year. Now, we designed a study where we did some- 
thing different. Instead of studying the sick people who were step- 
ping forward. We went out and looked for a battalion of people who 
went to the Gulf war to try to study them all, a free-living popu- 
lation and try to study the sick ones and compare them to the well 
ones. Because if you look back at Legionnaires’ disease, toxic shock 
syndrome, AIDS, hantavirus, that’s how you discover the cause of 
the disease. You get the sick ones and the well ones and compare 
the two and see how they differ. So we decided to do that. 

In this unit, we measured the symptoms in an interview survey, 
all 249 of them, studied their symptoms and then did a mathe- 
matical analysis to see how the symptoms — if this is a syndrome, 
that means there’s a group of guys that will all have the same 
symptoms. And there’s another group of guys that have another 
group of symptoms. That’s what a syndrome is, and if that’s true, 
we should be able to find those groups and that is a mathematical 
process. So we applied a mathematical process called factor anal- 
ysis, but that’s immaterial, and we found three major clusters and 
three sort of minor clusters, but the three major clusters looked 
like three syndromes. 

Now, there was a real ringer here which is important to under- 
stand why we have not — why the country has not come up with an 
answer until now. This was very complex because when you looked 
at each of the individual symptoms, for example, chronic fatigue, 
common symptom in this problem, that symptom is ambiguous. It 
means one thing to one group of veterans and it means another 
thing to another group of veterans, and unless you disentangle 
these meanings you get mushy things like post-traumatic stress 
disorder, chronic fatigue syndrome, you get diagnoses that are im- 
precise like this. 

We found, for example, with chronic fatigue, one group of soldiers 
meant by that that all day I am sleepy, excessively sleepy and 
want to go to sleep all day and I go to sleep while I am driving 
and so forth. Another group says I am not sleepy at all, but my 
muscles feel rung out after I exercise a little while, but I’ve not 
sleepy. So these are two different symptoms, but they both go 
under the name chronic fatigue, and so unless you differentiate 
these, you’re going to come out with these mushy things like chron- 
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ic fatigue syndrome, PTSD, and that’s the language we’ve been 
using, and until studies start disentangling these we’re going to 
come up with these mushy diagnoses that lump some sick guys 
with some well guys and that’s why it all washes out. So if I don’t 
get across but one thing 

Mr. Shays. What do you mean, it all washes out? 

Dr. Haley. Well, if you include some people with bona fide med- 
ical illness along with a larger number who don’t have illness but 
are complaining of different types of symptoms, then do you some 
tests, the group doesn’t seem sick because the well ones wash out 
the sick ones. 

Mr. Shays. OK. You used the word “wash out” different than I 
think. 

Dr. Haley. Yes. It obscures the real effects because it gets lost 
in this group of well people you’re using. So that was our first big 
breakthrough. Then, in order to prove this is real illness, whether 
these clusters are real syndromes or whether it’s just statistical, we 
then took a sample, 23, and that sounds like a small number, but 
this was 23 selected from already sifted out syndromes. We took 
23, brought 20 controls, 10 of whom had gone over to the Gulf in 
this unit but remained well, and 10 who didn’t go over but re- 
mained well, and matched them for age, sex, and so forth, and 
brought them to Dallas and the doctors in Dallas didn’t know who 
was in what group. Was a blind study. We didn’t do EEG because 
we think there’s some new technology that’s more substantive and 
more reproducible, and that is we did tests measuring the velocity 
of nerve conduction. How fast the nerve impulse goes up the spinal 
cord, measuring reflexes that are mediated by the brain stem. You 
have a lower part of the brain where you can stimulate the ear and 
the eyes move and so forth, and you can measure the speed of 
these reflexes. It’s something the subject cannot, so it’s totally re- 
producible. And all humans are supposed to have values in a very 
narrow range. And also one side is supposed to be exactly the same 
as the other side, so we can compare sides and so forth. 

In this we found that the ones with the syndromes, the statistical 
syndromes, this group were very abnormal and the controls were 
normal, but you see, the doctors didn’t know which was which, so 
we couldn’t have influenced this. Once it was over we broke the 
code and found this group was very abnormal, and that shows this 
was due to brain damage, just the way Dr. Duffy’s studies showed 
back in the 1970’s. 

Mr. Sanders. Let me jump in one more time. So you are saying 
you were able to objectively, scientifically demonstrate brain dam- 
age on people who were complaining of symptoms. 

Dr. Haley. That’s correct. 

Mr. Sanders. To your knowledge, has that been replicated with- 
in the VA, DOD? 

Dr. Haley. No. 

Mr. Sanders. So this is very significant, is it not? 

Dr. Haley. We believe so. Now, I believe there are studies ongo- 
ing, but I don’t know details and perhaps people from VA can talk 
about that. I think this is certainly a major area of interest. I think 
some at the Portland VA are doing some studies now, but we’re 
going to see a movement in this direction soon. 
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Now, the next thing we did, in our survey we asked them stand- 
ardized questions about the risk factors they were exposed to in the 
war. There are no objective records about where people were and 
whether they were in chemical attacks, but we developed a series 
of objective questions to ask them. The problem is when you ask 
people about their exposure at the same time you ask their symp- 
toms, there’s a possibility that recall bias will creep in, that the 
people who are sick will have more of a selective memory, be more 
concerned about it and more likely to put it, or people might frank- 
ly cheat. I am sick so I am going to say I was exposed to these 
things. 

The ringer here is we asked not only the questions about chem- 
ical exposures and combinations which we hypothesized from that 
NIH conference to be the most likely cause, we also asked ques- 
tions about depleted uranium, oil well smoke, multiple immuniza- 
tions, and so forth. You see, if recall bias was the explanation for 
the association, you would expect all of those to be about equally 
associated, because back when they did the survey in late 1994, all 
of these were being talked about in the press. So you would expect 
all of them to be equally associated with the syndromes. 

In fact, when we did the analysis, the six chemical exposures 
were highly associated with these three syndromes, and I mean 
highly. There was not a relative risk of 1.2 or 2.1; relative risks of 
4 to 8. Now, this is in a realm that is extremely high association, 
and generally the higher the relative risk the more likely it is to 
causes not due to bias. 

Mr. Sanders. Please repeat the risk factors that were associated. 

Dr. Haley. OK. First of all, there were risk factors having to do 
with the perception that they were involved in a chemical weapons 
exposure, that is were they in an area where the chemical weapon 
alarms went off and they were concerned about being exposed. Sec- 
ond, we found that a group who was in a certain place on a certain 
day had the highest, very high risk. That was not Khamisiyah be- 
cause none of our soldiers were anywhere near Khamisiyah. This 
is the town of KhaQi, which is just south of the Kuwaiti border on 
the coast, it’s where the incursion was in early February, just on 
the border, and it happened that the soldiers who were there in 
KhaQi, in the KhaQi area on January 19 and 20, were the ones who 
had the highest risk. Now, the 19th and 20th were the same date 
that the Czechoslovakian chemical weapons detected Sarin and a 
mustard agent just west of that spot, on that same day. And it was 
the same day that in Jim Tuite’s report for the Banking Com- 
mittee, he obtained eyewitness testimony done way before our 
study was even designed and we didn’t know about this until after 
we had done the analysis, he found eyewitness testimony that 
there was actually chemical weapons alarm. Marines yelling this is 
not an alert, people getting into their MOP suit and then symp- 
toms for 24 hours following that. 

Mr. Sanders. You are saying people who were there 

Dr. Haley. On that day. 

Mr. Sanders. Experienced that, had this objective physical evi- 
dence. 

Dr. Haley. That’s right, that’s some of our most severe symp- 
toms. In addition, people who were hyperreactive to 
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pyridostigmine, the more side effects they reported to 
pyridostigmine, the more likely they were to have our syndromes. 

Mr. Sanders. Now, go through 

Dr. Haley. The more likely they were to have serious, systemic 
side effects after taking pyridostigmine. 

Mr. Sanders. They said we took this and we got sick. 

Dr. Haley. We asked them which side effects they had. The more 
side effects, the more advanced side effects, the more likely they 
were to have one of our syndromes. OK? 

Now, third, those who wore flea collars — now, this was not, as 
you know, this was not sanctioned hy the military command, but 
those who wore flea collars to protect themselves from insects, 
those had about a sixfold relative risk over others of having the 
syndrome. 

Mr. Shays. Were these animal 

Dr. Haley. Yes, these are pet flea and tick collars that you buy 
at the hardware store and most of them contain the common pes- 
ticide chlorpyrifos, or Dursban, which has been shown in one very 
important report of six families that were poisoned by 
pyridostigmine by straying in their houses and developed symp- 
toms just like that. 

Mr. Shays. Definitely not authorized by the military. 

Dr. Haley. No, these were civilian studies. 

Mr. Shays. No, these soldiers were wearing, literally had these 
collars on. 

Dr. Haley. Yes, they were wearing them around their 

Mr. Shays. But that was not authorized by the military. 

Dr. Haley. No. But they were wearing them to protect them- 
selves from the insects, which was a valid concern. 

Mr. Shays. But this was their solution? 

Dr. Haley. Yes, they brought them from home and wore them. 
Now, the fourth factor was the highest rates of these syndromes 
was in soldiers who used the most insect repellent. So the more in- 
sect repellent they used, the greater the risk. Now, it wasn’t all in- 
sect repellents, because we asked them which types they used in 
the war. Those who used Off, the commercial brand, there was no 
excess risk. Those who used Avon Skin-So-Soft, which contains no 
DEBT, the active ingredient, they had no excess risk. But those 
who said they used government-issued insect repellent, which con- 
tains 75 percent DEET, an excessive concentration, those, the risk 
of our syndrome 3 increased in a step-wise manner with the 
amount of the insect repellent they said they used. And there are 
reports in the literature showing that using compounds of insect re- 
pellent with high concentrations of DEET, 75 to 100 percent DEET, 
this causes brain damage and seizures in children and it’s been 
banned in New York State, although that ban is undergoing appel- 
late review after appeal by the chemical companies. But we believe 
DEET is a toxic agent. 

Now, these were the findings, that these four chemical types ap- 
pear to be related. Now, we found in further testing the epidemio- 
logic findings that those who were exposed to two of these chemi- 
cals in combination, they had much higher risk, like fivefold risk, 
over those that had exposure to one of them. So there appears to 
be an important synergistic effect between different chemicals. 
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Mr. Sanders. I just want to say I am very impressed by what 
you are saying, and what you just said, the synergistic effect, it’s 
one thing to say exposure to one chemical; mix them all up, inocu- 
late people, God knows what is happening. Is that what you are 
saying? 

Dr. Haley. Yes. We have epidemiologic evidence, numerical evi- 
dence with P values, statistical testing, that shows that combina- 
tions have synergistic, much more higher effect, more higher risk 
of the syndromes. Once we had indication this was true, we then 
undertook a series of animal studies to try to show the biological 
plausibility of what we found, because this might have been only 
a statistical finding. It might not be biologically true. So we con- 
tracted with a laboratory at Duke, Dr. Abidania, whose studies I 
believe you reviewed before, we contracted with him to carry out 
some studies that we designed to take these same chemicals that 
we found to he syner^stic in the troops, to test these in hens. And 
he found, as he’s testified before, that if you give any one of these 
agents to hens, which is the preferred animal model, you won’t 
have a problem. But if you give two of them you get mild nerve and 
brain damage, and if you give three of them, you get severe brain 
and nerve damage and the type of brain damage is important. It’s 
a type of brain damage called OPIDP. Now, this acronym is very 
important and has not been introduced into this discussion in a se- 
rious way before. It stands for organophosphate induced delayed 
polyneuropathy. OPIDP. Now, that’s what we found in the hens. So 
we believe the compounds acting synergistically, and 
pyridostigmine of course is one of these, in combination produce 
OPIDP, and which is mild generalized brain stem, spinal cord and 
peripheral nerve damage. 

Now, let me make several other points which I think are impor- 
tant for explaining a lot of confusion that’s been going on over the 
last several years. First of all, after we have 

Mr. Shays. Could I interrupt you for a second? We have been 
joined by Michael Pappas who is a new Member from New Jersey, 
and it’s wonderful to have you. We’re not following the regular 
order, we’re just stepping in sometimes due to the fact that Dr. 
Haley will be leaving in 10 or 15 minutes at the most. And I want 
to ask you. Dr. Haley, are you in a particular field that is consid- 
ered kind of orphan in the sense that there aren’t many who are 
involved in this, that it’s not a main field of study for practitioners? 

Dr. Haley. No, I don’t think that’s the case. I am an epidemiolo- 
gist and an internist, and I have working on my team a toxi- 
cologist, like Dr. Kizer, very similar credentials, and a 
neuropsychologist, because we think it’s a multidisciplinary prob- 
lem. And we think our insights, we obtained the insights that were 
the source of this paper while sitting in that NIH conference. 

Mr. Shays. I know you give credit to the VA, and I appreciate 
that, because that’s important. 

Dr. Haley. There was a whole set of data 

Mr. Shays. But I am wondering who is listening to you. 

Dr. Haley. Well, our papers were just published last week, and 
we expect there will be conclusion for the next month or 2 months 
and then there will be understanding, and these are very complex 
issues. 
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Mr. Shays. Now, in your study, you had 249 people in your 
study. One of the areas you’ve been criticized that you didn’t have 
a large enough population. 

Dr. Haley. Right, if you look back at the studies that have 
solved the great disease mysteries of the last 25 years. Legion- 
naires’ disease, toxic shock syndrome, AIDS, hantavirus, all of the 
studies that have solved these are taken a smaller group of people 
and compared the sick and the well, and that’s you solve this 

Mr. Shays. We haven’t solved any of those problems, so what do 
you mean solved? 

Dr. Haley. No, all of those have been solved. The cause has been 
determined and 

Mr. Shays. So solve in the sense of 

Dr. Haley. Understand the nature and the cause, what the dis- 
ease is and what the causes are so you can then take control meas- 
ures. All of those 

Mr. Shays. Right, you haven’t solved in terms of the control 
measures 

Mr. Sanders. Let me jump in and pick up on the point the chair- 
man made. I think that the testimony you are offering is of enor- 
mous consequence, and maybe just paraphrasing the chairman 
here, I hope it doesn’t get lost in the intellect. Now, would it be — 
I would expect that you would be sitting down with the VA and the 
DOD to figure out how we build on the work that you’ve done. I 
presume you want to continue this very important line of research. 
Has that process begun? 

Dr. Haley. Yes. I have an appointment February 4th with the 
VA Scientific Advisory Committee with a fairly large chunk of time 
to go over this and in the meantime they will have had a chance 
to read and study this. 

Mr. Shays. Is that process open to the public? 

Dr. Haley. Is it? 

Mr. Shays. Yes. I would just like someone from our committee 
to sit in and witness that. I think that would be instructive. 

Mr. Sanders. So you think you are getting a good hearing. 

Dr. Haley. Oh, yes. I think the scientific process has been mud- 
dling around and it seems like cover-ups and so forth. This is the 
way science works when we’re dealing with an enormously complex 
problem. But it builds on itself one step at a time, and the NIH 
conference, our work, the work from Iowa, all of this builds and 
there will be another round of studies and pretty soon I think we 
will have a general consensus of what this is and what to do about 
it. I am very confident of that. If I could, let me make a couple of 
points 

Mr. Shays. I am going to let you make them, but I just want to 
make sure you touch the role of stress. 

Dr. Haley. That was my next point. We did very thorough psy- 
chological testing on the 249, and then we brought the cases and 
controls and we did even more psychological testing. We found no 
evidence that the veterans had post-traumatic stress disorder, 
none, zero. We found no evidence that combat stress, the ones that 
had high levels of combat stress had the same risk of the syndrome 
as those with low levels of stress. So we don’t believe stress is a 
cause of this unless in a different sense. Stress at the moments of 



242 


chemical weapons attack might have opened up the blood-brain 
barrier, as an Israeli study has recently suggested might be true. 
However, we have already been following that line and we don’t 
think it’s as simple as that study pointed out. We have evidence 
we don’t think the blood-brain barrier opened, we think something 
else happened. 

But in addition, we brought in a group of physicians, neurolo- 
gists, Dr. Kizer alluded to that this morning. After we already got 
all this evidence and we knew what was going on, I brought some 
neurologists in to look at these veterans one at a time, all 43 of 
the ones we had done the cases and controls, and they didn’t know 
who was who and they didn’t know the information, except they 
had all the clinical and laboratory information on each veteran. 
They looked at them one at a time. They were absolutely unable 
to make a diagnosis. Even when they had all that neurologic phys- 
iological data, the clinical data, everything, but after they went 
over each one and were unable to make a diagnosis of anything in 
these people, we then broke the code and I showed them the group 
data and they said yes, this group has neurotoxicity compared to 
the controls. 

Mr. Shays. Were they inclined to diagnose stress from that? 

Dr. Haley. No. They said the guys have what look like nonspe- 
cific problems, maybe there’s something going on but we can’t 
make a medical diagnosis. That is an enormously complex issue. I 
don’t think the interpretation was quite right. That doesn’t show 
that the neurological tests were invalid. What it shows is there was 
a limitation with normal medical diagnosis. You cannot diagnose 
these neurotoxic problems that are subtle like this with a history, 
physical, routine lab work. Even with complicated neuro- 
physiological tests, when you look at veterans one at a time, and 
that’s why I think the CCEP looked at 38,000 veterans and couldn’t 
make a diagnosis, because they looked at 38,000 veterans one at 
a time and they had no control group. 

You see, that doesn’t mean that what they were doing was wrong 
and not smart, it’s just, it was a different way of looking at it. They 
went to that road which often solves problems, but it just didn’t. 
This is a much more complex problem and it gives us great prob- 
lem right now in what are we going to do. Now that we know 
there’s a problem, how do we screen for them. And that’s what 
we’re going to in our next study is try to look, and others are look- 
ing at this, how to screen so that you can tell an individual veteran 
has it. 

Mr. Sanders. Let me ask you this question. How do you treat 
it? If what you are saying is right, how do you treat it? 

Dr. Haley. Right, if this is brain damage and we are convinced 
at least in this unit that this is brain damage from these chemical 
exposures, you can’t fix brain damage. Brain damage is permanent. 
Nerves do not regenerate. It will get better over a short period of 
time, but once it’s stable it’s there forever. However, we can’t cure 
diabetes, we can’t cure coronary heart disease, really. What we can 
do, we can look at each of these symptoms, develop medications, 
rehab strategies, counseling, whatever, and address each of the 
symptoms. 
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Now, let me say, this is a tough ball game and for every valid 
researcher, this is trying to come up with a treatment that will 
work and test it scientifically, there are five charlatans out there 
who are putting people in sweatboxes and doing all kind of bizarre 
things, I mean bizarre things, with no hint of an idea or desire to 
prove any of this works. They are just making money. And I’ve 
seen terrible things done to some of the veterans we’ve studied for 
$10,000. They were offered a treatment and all it turns out to be 
is diet pills, and it’s very disturbing to see the charlatanism going 
on out there, and you as the committee, respectfully, let me say, 
must be careful not to contribute to the charlatanism out there. 

Mr. Sanders. Let me ask you, something. Doctor. Is this — in 
your judgment is multiple chemical sensitivity a reasonable diag- 
nosis? 

Dr. Haley. Absolutely not. Let me say, people with multiple 
chemical sensitivities, many of them have similar neurological, 
neurotoxicologic syndromes, and they are — as I see it, there are 
sort of two groups out there with MCS, working in the MCS area. 
There are charlatans, which are most of them, and there’s a small 
group of neurologists who are treating these people and finding 
some valid neurological things that they are approaching scientif- 
ically, but this is a small group and not most of them. 

Mr. Sanders. Give me some evidence about 

Dr. Haley. I could define a perpetrating — a treatment that has 
no scientific rationale and then refusing to do a scientific — double 
blind study to prove whether it works or not and even avoiding 
doing that. And what is that? Are we that against the veterans? 

Mr. Sanders. There are some people who disagree with your 
statement. 

Dr. Haley. The deciding factor is, are they doing a trial as a clin- 
ical trial? When the VA offers a chemical methodological expert to 
help them design a clinical trial, do they go off and change the sub- 
ject? That is what is happening. 

Mr. Shays. Let me ask Dr. Schwartz. 

Dr. Schwartz, we are going to have you give your testimony 
afterwards, but I would like your response to what Dr. Haley said. 
Dr. Haley, you had another point you wanted to make. 

Dr. Haley. One more point. 

Mr. Shays. I want you to sit here while Dr. Schwartz responds. 

Dr. Haley. Right. The question is, can it leave low-level brain 
damage when they don’t produce immediate symptoms? The an- 
swer is, definitely yes, and there is information. It is very clear, but 
a lot of it has not been introduced. 

Mr. Shays. What is the question again? 

Dr. Haley. Can it leave low-level brain damage in the absence? 
Yes. But the answer is very complex. We had unraveled this in a 
paper that I would encourage you to read. We have reference here 
that is the way it works. It is a trick, it is a conundrum, that has 
not been understood yet. 

There are two enzymes in the brain and nervous tissue that are 
destroyed by chemicals or nerve gas and pesticides and so forth. 
One of them is cholinesterase in the system. Another one is called 
neurotoxicesterase, abbreviated NTE. It is another enzyme. Cholin- 
esterase on the battlefield or pesticide in a field, it binds to your 



244 


cholinesterase. You are paralyzed, and you can even have seizures. 
You can recover; then you might have hrain damage because of the 
seizures. 

So this can lead to brain damage, but only after you are over- 
come and have severe brain seizures and damage as a result. That 
is what the military has been talking about. Since there were no 
seizures, no people overcome, we couldn’t have brain damage by 
the cholinesterase system. 

However, nobody has talked about NTE. There is a — there are 
hundreds of articles of toxicologic literature about NTE since a big 
epidemic in the 1930’s, then in the 1970’s. This was understood, 
and there is a huge body of literature on it. When these chemicals 
get into your nervous system, this can also bind to NTE. That 
causes no symptoms immediately, but over the succeeding weeks or 
months, the union or the complex between the organophosphate 
and the NTE will disintegrate, will decompose into a toxic by-prod- 
uct which, 6 weeks later, will diffuse into the nerves and damage 
the axon. That then causes mild, creeping evidence of brain dam- 
age which can continue to get worse for months. That is what hap- 
pened here. 

Dr. Duffy pointed out that this type of thing can happen with 
low-level chemical nerve agents without acute symptoms. 

And let me point out two articles by Hussein, a researcher in 
India who in 1993 and 1995 did experiments with mice first, then 
hens, in which you treated them daily for 10 days with low-level 
doses of Sarin which would not produce acute effects. And he found 
that on the 14th day they started developing a progressive neuro- 
logical injury. And when they sacrificed animals, looked at the 
brains, they had OPID. They noticed NTE induced, long term, no 
acute symptoms. 

Mr. Shays. Would you define “NTE” again. 

Dr. Haley. Neuropathy Target Esterase. Neuropathy Target Es- 
terase. We reference these in the third — I have copies of the paper, 
and it is referenced in numerous articles too. 

Mr. Shays. Do you have the ability — why can’t you cure nerve 
damage or brain damage? Can you slow the deterioration? And if 
you discover it soon enough, can you literally prevent it from get- 
ting worse? 

Dr. Haley. No. Once it happens, progresses for a number of 
weeks or months, then it levels off. But then as people age, we nor- 
mally — we who are over 50, we lose neurons normally. 

As you lose neurons, you unmask damage, you have less reserve 
capacity, so as you age, we expect the symptoms to become exag- 
gerated, and we found in our study the older veterans were more 
likely to receive severe damage than the younger brain reserve ca- 
pacity. 

Let me make one other point here. 

Mr. Shays. Then I am going to ask Dr. Schwartz to comment 
while you are still here. 

Dr. Haley. The NTE system that is acute leads this subtle, 
creeping brain damage over months, and these are separate; either 
one can occur without the other. 

Now, pyridostigmine is a class of drugs that is protected from 
both cholinesterase damage — and NTE mediated before the expo- 



245 


sure because it latches, protects them; the bad chemical can’t get 
on it. 

December 1990, a month before the war actually broke out, a re- 
searcher, Kerry Pope and Stephanie Padilla, presented a paper at 
a national meeting. Protective agents, after the exposure to it, may 
make the brain damage worse. Through the NTE system — not cho- 
linesterase, the NTE system it can make that worse. 

What you have got is, if soldiers continue to take it after expo- 
sure, this model would suggest it might convert a minimal — it 
might take an exposure to a nerve agent that was too low to 
produce brain damage by NTE and would amplify into something 
that would produce brain damage. 

It appears to be through these mechanisms that the 
pyridostigmine would protect you, if given first, from dying on the 
battlefield. But if you continue taking it by amplifying the effects 
through NTE and cause brain damage, unravels all of these riddles 
about, can low levels cause it without causing acute symptoms? 

Why does pyridostigmine protect you, and how can the Haley 
Study say it causes damage? It acted synergistically because you 
can’t understand it unless you understand the two different sys- 
tems. Then this becomes all clear, and that is what we found. 

Mr. Shays. Dr. Schwartz, why don’t you make a comment on 
what you found? I appreciate your patience. 

Dr. Schwartz. I have a few comments. 

Eirst, I would like to congratulate Dr. Haley. I think Dr. Haley’s 
contribution to the group is substantial in advancing the field. 
However, I don’t share the degree of definitiveness that Dr. Haley 
has regarding these particular findings. 

I think you are going to have to bear in mind that this rep- 
resents a highly selected population; 41 percent of the individuals 
within these Guard groups participated in this study, and a very 
small percentage of the individuals had these syndromes within 
those who were symptomatic. 

Another very important item to keep in mind — limitation to keep 
in mind, is that the exposures are all self-reported. So in looking 
at the relationship between these exposures and the syndromes, 
even though the differences were somewhat different from one ex- 
posure to the next and they lead to a very nice hypothesis, I think 
that hypothesis and that series of observations would be worth 
testing in another population to be more certain of the findings. 

Another, I think, very important observation in Dr. Haley’s study 
is, if I read it correctly, 63 out of 100 or so, there were 21 

Dr. Haley. 249. 

Dr. Schwartz [continuing]. 249 individuals came in for exams; 
179 of them were symptomatic. Of the 179 that were symptomatic, 
63 were found to have syndromes. So the majority of the individ- 
uals who were symptomatic turned out not to have a syndrome. 

It is important to recognize that those problems that individ- 
uals — that the Persian Gulf veterans have may be related to their 
serving in the Persian Gulf; it may be related to certain exposures 
but don’t fit into one of the syndromes. 

Mr. Shays. Is that basically the concept of not everybody is going 
to be bothered by the rug? 
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Dr. Schwartz. No. Some people may be bothered, but they may 
be bothered in ways that are recognized as other diseases. Some 
people may be bothered by the rug by developing symptoms of 
neurotoxicity. So I think that there are different manifestations po- 
tentially of the same exposure. 

I guess the third limitation that I just want to address is, the po- 
tential issue of other exposures, other occupational exposures, after 
the war and other social exposures, like alcohol, were not taken 
into account that I actually saw in the study. So those are other 
issues, other confounders, other exposures, that may result in some 
neurotoxicity that I think need to be addressed in a more definitive 
study. 

Mr. Shays. In just a moment. Dr. Haley, we are going to have 
someone walk you through the tunnel. 

Dr. Haley. There is a lot of confusion about this. Some of these 
points are excellent, some — let me respond. The selectiveness — I 
heard this from a number of groups — that 41 percent of the bat- 
talion showed up to participate. However, we didn’t stop there. In 
many studies, that is a problem. 

We then did a background survey on the nonrespondents, the 
nonparticipants, and we found that in fact the participants and 
nonparticipants were identical on age, sex, race, job title — in the 
Gulf war — rank, and so forth. The only thing they differed on was 
that the participants were about twice as likely to say that they 
had been seriously ill since the war, but only twice as likely. It 
wasn’t all the guys who showed up were sick and all the others 
weren’t. We believe this shows that the selectivity is a minor issue. 

Second, on selectivity, if one were to posit that selectivity were 
the cause of these associations with the chemical exposures and the 
neurological brain damage, selectivity with relative risks of 4 to 78, 
there can’t be enough selectivity to produce that. I have gotten that 
comparability in the cases of control. So that doesn’t explain our 
findings. 

Third, there are self-reported risk factors — a very important con- 
sideration. Originally we asked them — all the exposures that were 
being equally pointed out in the press — and only chemical ones 
were highly associated; the others were not associated. We pub- 
lished all of those findings so people could look to see the chemical 
exposure. Selective recall and recall doesn’t work that way. So we 
don’t believe that is an explanation. We believe we need to test 
these findings. 

Mr. Shays. I get really the gist. I think the point that Dr. 
Schwartz was trying to say is, he saw me get so excited and he 
wanted 

Dr. Haley. Sure it is another scientific 

Mr. Shays. I love definitive statements, I love confidence, I love 
your energy, and I love the fact that you were here. 

Dr. Haley. Thank you. 

[The prepared statement of Dr. Haley follows:] 
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The overali conclusions from the 3 studies from our UT Southwestern research group 
are as follows: Illness from the Persian Gulf War is real. Many Gulf War veterans are 
suffering from three primary syndromes. The syndromes are due to subtle brain, spinal cord 
and nerve damage-but not stress. The damage was caused by exposure to combination.s of 
low-level chemical nerve agents and other chemicals, including pyridostigmine bromide in 
anti-nerve-gas tablets, DEBT in a highly concentrated insect repellent, and pesticides in flea 
collars that some troops wore. Different combinations of the chemicals appear to have 
caused the 3 different syndromes. 

To arrive at these findings, we completed three studies in a group of 249 members of 
a U.S. Navy reserve unit, the 24th Naval Mobile Construction Battalion. We chose them 
because Scabecs go throughout the battle zone, and thus any geographical exposure would 
affect at least some of them. The 24th was the only reserve Seabees unit in the war, and a 
reserve unit can be reassembled because its members lend to live in a defined region of tlie 
country. We included ill and well veterans; about half had retired from the service. 

Defining the Syndromes 

In the first study, in December 1994 and January 1995, we actually assembled the 
249 Seabees in groups and performed a very detailed survey of the veterans’ symptoms. 

Then we used a mathematical computer technique to identity clusters of symptoms that 
comprise the syndromes. Early on, it occurred to me that each of the symptoms we were 
seeing was ambiguous. For example, "chronic fatigue" meant daytime sleepiness to some 
people and muscle exhaustion to others, and the medical meaning of these is very different. 
This turned out to be true for most of the symptoms. 

So I wondered if, the fact that we had been lumping Ihe different meanings of a 
symptom together might be why previous researchers had come out with ambiguous, or 
mysterious, diagnoses like chronic fatigue syndrome and post-traumatic stress disorder, 
which themselves have never been explained. 

Sure enough, after splitting each symptom into unambiguous components, 3 primary 
syndromes and 3 secondary syndromes literally jumped out at us from the mathematical 
computer analysis. And these new syndromes looM like familiar nervous system injuries 
from different chemical exposures. This was our first breakthrough. 

Uncovering Potential Causes 

Also in the December '94 - January ’95 survey, the veterans reported certain wartime 
exposures in our standardized survey booklets. Notice that we had obtained this information 
a full 18 months before the possibility of chemical weapons exposures became a serious 
consideration In the press. We designed a special analysis strategy to avoid a problem called 
"recall bias" that can occur when you ask people about their illnesses and their risk factors at 
the same time. From a very clever insight by my colleague, toxicologist Tom Kurt, who’s 
here today, we hypothesized that the risk factors measuring veterans’ exposures to chemicals, 
would be more strongly associated with the syndromes than the other risk facjtors, like oil 
well smoke and depict^ uranium, that were being equally publicized but were probably not 
causal. 

The strategy worked. The chemical-related risk factors were 4 to 8 tlme.s more 
common in the veterans with the new syndromes that in the well veterans. But the risk 
factors for oil well smoke, depleted uranium munitions, multiple immunizations, burning jet 
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fuel in tents, combat stress and the other highly pubHcized concerns were not associated, or 
were only weakly, associated. 

Summary of the Syndromes and Risk Factors 

The graphic table in your handout, entitled "The Gulf War Syndromes,” shows the 
symptoms that make up each of these new syndromes and the risk factors associated with 
each. 

Of the 249 veterans, many had health complaints that they attributed to the war, but 
one-quarter of them had one of the syndromes. Since the 3 secondary syndromes largely 
overlapped the first 3, I’ll focus on the 3 primary syndromes. 

First is syndrome 1, which we called the "impaired cognition" syndrome. Its 
symptoms are distractibility, difficulty remembering, depression, insomnia, fatigue in the 
sense of excessive daytime sleepiness, slurred speech, confusion and migrainc-Uke 
headaches. These symptoms are typical of what we see in civilians who have repeated 
exposures to toxic pesticides. Syndrome 1 was epidemiologically associated with having 
worn pet flea collars to ward off insects, and having worked in SKiurity jobs during the war. 

Many pet flea collars contain the common pesticide chlorpyrifbs, or Dursban. It’s 
been shown to cause brain and nerve damage in families whose homes were sprayed with 
Dursban on the inside. It's important to note that wearing flea collars in the war was not 
approved by the military command. 

Also, security personnel often stood watch outdoors at night, exposed to potential 
chemical fallout as well as to pesticide fogging of the camps with Dursban. 

Next is syndrome 2, which we called the "confusion-ataxia" syndrome. Its symptoms 
are confusion and disorientation, dizziness, disturbances of balance, a sensation of the room 
spinning, problems thinking and reasoning, and sexual impotence. Syndrome 2 is more 
severe, and it was epidemiologically associated with self-reports of having experienced 
excessive side effects after taking the pyridostigmine bromide anti-nerve-gas tablets and with 
having been involved in a chemical weapons attack or exposure. Remember that chemical 
weapons exposure was not being discussed widely in the press until 18 months after this 
survey was completed. 

We also found an unusually high rate of syndrome 2 in individuals who had been in 
the KhaQi area on January 20, the fourth day of the air war. KhaQi is in far northeastem 
Saudi Arabia, near the Persian Gulf coast, and just below the Kuwaiti border. This was the 
same day that Czechoslovakian experts detected sarin and a mustard agent near here, and 
chemical alarms went off here. 

I should note here that none of the veterans that we studied were anywhere near Uie 
Khamisiyah ammunition dump during the war. This means that the post-war Khamisiyah 
incident do« not explain the illnesses in the veterans we studied. The prc^Iem appears to be 
much wider. 

With syndrome 2, the evidence for chemical interactions was particularly strong. 
Veterans who were involved in what they thought was a chemical weapons attack, and who 
had particularly severe side effects from the PB tablets were five times more likely to have 
syndrome 2 than those with only one of these risk factors. This indicates a synergistic 
effect, and it's a strong sign of truly causal events in epidemiology. 

Next is syndrome 3, which we called the "arthro-myo-neuropathy” syndrome. 
("Arthro" for joint, "myo" for muscle, and "neuro" for peripheral nerves.) Its symptoms are 
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joint and muscle pains, muscle weakness, feUgae in the sense of excessive muscle exhaustion 
in daily acttvities, and tingling and numbness in the hands and feet. Syndrome 3 was 
epideitiiologically associated with the amount of a highly concentrated insect repellent 
containing 15 % DEBT in ethyl aicolho tj^sically used during the war, and with experiencing 
excessive ade efifccts after taking the PB anti-nerve-gas tablets. 

DEBT is the active ingredient in most insect repellents. It’s considered safe in 
concentrations of 30% or less, but higher concentrations have caused brain damage. 
Interestingly, action to ban these higher concentrations of DEBT is pending appdlate review 
in New York slate. 

Studies of the Nature and Severity of the Syndrmnes 

All three syndromes appear to involve chronic diarrhea and skin rashes. 

We found syndrome 1 mostly in younger veterans, while the rate of syndromes 2 and 
3 increased witir age. 

To assess the relative severity of the syndromes, we analyzed the rates of 
unemployment . We found that approximately half of the veterans with syndrome 2 are 
disabled and unable to work, but unemployment was low in syndromes 1 and 3-similar to 
that in veterans with none of the syndromes. From this, we conclude that syndrome 2 is 
more revere than the other 2 syndromes. 

In 1994 Dr. Jay Sanford developed a case definition of the Gulf War syndrome for 
the U.S. Defense Department from examinations of Gulf War veterans who were still on 
active duty in 1994. We found that the Sanford case definition closely mirrored our 
syndromes 1 and 3, but it did not reflect our syndrome 2. This suggests that the sickest, 
most impaired veterans (those with our syndrome 2) must have left the military before 1994. 
We think this explains why the Defense Dqiaitnient's large CCEP examination project, 
which began in 1994, did not find the most seve-ely impaired veterans-they had already left 
the service. 

Studies of Stress and Po^ible Fsycbologlcal Causes 

To measure levels of stress and other psychological problems, we performed 
standardized psychological testing on all 249 veterans in the study, supervised by our 
neuropsychologist Dr. Jim Horn. The results showed the same psychological profile in all 
three syndromes. This was the profile you expect to find in any general medical clinic-in 
patients with common physical illnesses. Let me tanphasixe- none of the 249 veterans had 
profiles compatible with post-traumatic stress disorder, combat stress, malingering or other 
psychological conditions. 

Studies of Neurologic Damage 

Now, we had all this information 18 months ago and ^ared it with scientists in the 
govemment to see if other studies being planned at that time could corroborate what we bad 
found. However, we couldn't publish it then becaose-all these findings were statistical and 
did not prove that the syndromes represented real disease. To get a hook into bedrock, wc 
designed a final <ase-control study to compare the brmn and nerve function of veterans with 
the syndromes with that of well veterans, serving as controls. We brought 23 veterans with 
the syndromes and 20 well memben of the same battalion to the UT Southwestern campus in 
Dallas for intensive neurological testing. This is reported in the second paper in the series. 
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The medical scientists in our 6 testing laboratories were blinded to which veterans 
were eases and controls. They performed sophisticated tests that electronical!)' measure the 
speed of certain reflexes and how fast certain nerves conduct impulses. These tests are very 
sensitive to brain and nerve damage, and they're not under voluntary control, so the subject 
can’t influence them. They also did brain MRI scans and brain blo^-flow scans, a wide 
array of blood tests, and an entire day of detailed neuropsychological performance tests that 
can distinguish brain damage from psychological disorders. 

The testing showed the veterans with the 3 syndromes to be significantly more 
neurologically impaired on the objective tests than the normaJ controls. This confirmed that 
damage to the brain, spinai cord and peripheral nerves underlies our three syndromes. 

After all the testing was complete, I convened a meeting of the top UT Southwestern 
neurologists to go over all the clinical and iaboralory findings on each veteran individually, 
to try to diagnose a known disease in each one. This was before they saw the results of the 
group comparisons. Ultimately, they were unable to make a diagnosis on any of the 
veterans. However, when I then showed then! the results of the statistical group comparisons 
of the cases versus the controls, they agreed that the veterans with the syndromes were 
significantly more impaired than the controls in patterns typical of neuroloxic damage. 

We believe this experience explains why medical examinations of tens of thousands of 
ill veterans in the various VA registries and the Defense Department’s CCEP project have 
been unable to identify the syndromes. Wc couldn’t do it either-when examining the 
veterans one at a time. We could only confirm the syndromes by comparing ill veterans with 
well veterans in a case-control study. 

Hie Likely Mechanism of Neurologic Damage 

The syndromes that we uncovered appear to be variants of a rare neurotoxic disorder 
called OPIDP (which stands for "organophosphate-induced delayed polyneuropathy"). 

OPIDP is caused by exposure to certain neurotoxic chemicals that inhibit cholinesterases and 
other enzymes in the nervous system. The specUum of symptoms in OPIDP varies from 
severe nerve damage and paralysis following large chemical overdoses-all the way to vague, 
mild brain symptoms following repeated pesticide exposures, like what you see in injured 
pesticide applicators. Since these cases are usually treated by toxicologists, few regular 
physicians are familiar with OPIDP. This probably explains why no one explored this 
diagnosis earlier. Our medical toxicologist, Dr. Tkim Kurt, proposed the OPIDP mechanism 
for the Gulf War syndrome back in early 1994 when we first staried planning our studies. 

At that time, as I began the epidemiologic studies in veterans, Dr. Kurt designed a 
series of laboratory studies to proceed in parallel with the epidemiology to test the biological 
plausibility of our chemical-combination theory in laboratoiy hens. He and his collaborators, 
at two other universities and the EPA, recently published two papers confirming that the 
same chemicals, already implicated in our epidemiologic studies in humans, act 
synergistically to cause permanent neurologic damage in hens. When they gave the 
chemicals one at a time to the hens, there was no adverse effect, but two-way combinations 
of the chemicals caused mild neurologic damage, and three-way combinations caused severe 
damage in the hens. Our findings in the veterans actually came first, but were published 
second because of the longer journal peer review process they required. 

As for the mechanism by which these chemicals might have combined to cause 
neurologic damage, there is actually quite a lot of published material that has iisi come into 
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the public forum. We’ve summarized and referenced many of the tey articles in our three 
JAM papers. For example, extensive research has been published on the OPIDP syndrome 
and the mechanism by which certain chemicals cause it. To understand it, you have to 
distinguish between the "immediate" effects of tlie chemicals and their long-term effects. 

And you need to be aware of Bte conc^ts of pharmacoiogic "protection" and "promotion." 
let me explain. 

The immediate poisoning effects and the long-term neurologic damage occur by 
completely different mechanisms. Ether can occur witii or widiout the other. 

The 1990 U.S. doctrine on defense against chemical nerve agents was based on the 
well-established fact that giving a protective drug like pyridostigmine before exposure to a 
neurotoxic chemical «in protect a person and improve survival from a chemical attack with 
the nem agent soman. However, research published since the war has shown that giving a 
protective drug after the exposure can paradoxically promote brain damage from even a low 
dose of a neurotoxic chemical that might not have caused a problem otherwise. Failure to 
understand these mechanisms has thoroughly confused the public debate up to now. 

Sumioarj of the Findings 

To summarize the Codings, after mathematicaUy disentangling the diffcrmt meanings 
of the ambiguous symptoms, we identified 3 primary syndromes. In a Winded, case-control 
study, we established that the syndromes are due to the nervous system damage. 
Epidemiologic analysis of self reported exposures found risk factors for different 
combinations of chemical exposures-including chemical nerve agents-to be strongly 
associated with each of the syndromes. 

Plans Leading to Treatment for Veterans 

Finally, where do we go from here? The ultimate goal of research on this subject is 
to develop a way of screening veterans to identify which have the bonafide neurologic 
syndromes and to find treatments for our injured service personnel to help return them to 
more productive and pleasant lives. Although brain and nerve damage cannot be cured, 
there are valid ways of identifying who has it, and there are medications and rehabilitation 
strategies that can reduce the symptoms and help the veterans function more successfully. 

To reach this goal, three things must be accomplished. 

First, we must bring our eases and controls back to Dallas for a final rourrd of testing 
to define more sensitive ways of screening for the neurologic syndromes. Now that we have 
shown that groups of affect^ veterans can be distinguished from normal groups, we now 
need to validate tests that will allow us to identify definitively those single individuals who 
are affected rather than groups of individuals. We also need to gain a deeper understanding 
of some of the symptoms we deferred in the first study, such as the joint pains, diarrhea and 
skin rashes. 

Second, in parallel we must organize a larger survey of Gulf War varans using the 
methods we found .successful to confirm our findings in a larger group of veteians. For this 
to work, we must establish a research task force of top Defense and VA department 
researchers with a mandate to reproduce our survey, a sufficient budget, accrais to Defense 
and VA department records, and a willingness to collaborate enthusiasticalfy, This project 
should not supplant other creative tqsproaches, but since we have uncovered the most 
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promising track, a new, larger project to test our theory must be undertaken soon and done 
wdi. 

Third, from the findings of the clinical case-control studies we will develop practical 
clinical practice guidelines for screening veterans for the bonafide neurologic syndromes and 
for treating each of the m^jor symptoms. We must test these screening and tteatment 
recommendations in scientifically designed clinical trials to test theit effectiveness. The 
validated screening methods and treatments will be incorporated into a final clinical practice 
guideline for nationwide implementation. 

As you know, six years have passed since the end of the Gulf War and not enough 
has been done to alleviate the suffering and disability of the men and women who put their 
lives at risk for our country’s interests. I am proposing a plan for moving aggressively and 
expeditiously toward providing practical ways to diagnose and help those veterans who have 
Gulf War illnesses. If this plan is adopted immediately, it can be completed and treatment 
started in less than a year. I hope that we can work with the Congress and the departments 
of Defense and Veterans Affairs to put this plan into action immediately. 
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The Quit War Syndromes 

UT Southwestern researchers studied 249 members of a U.S. Navy 
reserve unit and found that up to one-fourth of them suffered symptoms 
that occur together, indicating a possible syndrome. 


Syndrome 1 . “Impaired Gognltien” 


Symptoms ® Distractibility 

• Difficulty remembering 
» Depression 
» Middle and terminal 
insomnia 


• Daytime sleepiness 

• Slurred speech 

• Confusion 

• Migraine-like headaches 


Risks Wearing pet flea collars; working in security; 
younger veterans. 


Sfndr@m© 2.* “Confusion-Ataxia” 


Symptoms • Confusion and • Problems thinking 

disorientation and reasoning 

• Dizziness, imbalance • Sexual impotence 
and vertigo 

Risks Reporting a likely chemical weapons attack; experiencing 
side effects of pyridostigmine bromide (PB) tablets; being 
near Khafji on Jan, 20, 1991 ; older veterans. 

Syndrom® 3. “Arthro-Myo-Nearopathy” 


Symptoms • Joint and muscle pains • Tingling or numbness in 

• Muscle weakness hands and feet 

• Muscle fatigue 

Risks Using government-issued insect repellent containing 75% 
DEET; experiencing side effects of PB tablets; 
older veterans. 

Chronic diarrhea is common in ail throe syndromes. 

None of the 249 veterans was near Khamisiyah at any time in the war. 

Psychological testng showed that none is suffering from stress. 

* Veterans with Syndrome 2 were more likely lo be unemployed. A definition of the Gulf War Syndrome 
developed for the U.S. Department of Defense from examinations of Gulf War veterans who remained 
on active duty In 1994 closely mirrored Syndromes 1 and 3 but did no! reflect S^dtoraa 2. The UT 
Southwestern researchers suggest this may have been because the sickest veterans (those with 
Syndrome 2) had left the military before 1994. 
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Mr. Shays. Dr. Schwartz, it has heen wonderful to get you here. 
We are all done now. We appreciate your accommodating your 
other two colleagues. 

Dr. Schwartz. Our study was held at the Iowa Public Health 
and Centers for Disease Control. The study was primarily focused 
on individuals who listed Iowa as their home of record. It involved 
initially about 29,000 individuals. We selected our population from 
that 29,000 individuals. In the end, 3,700 individuals of the se- 
lected individuals in the study participated in the study. This was 
a classic epidemiologic study. 

The purpose of this epidemiological study was first to try to iden- 
tify the playing field. In other words, what are the diseases in the 
Persian Gulf veterans? What are the Persian Gulf veterans com- 
plaining of in relation to the symptoms that non-Persian Gulf vet- 
erans are complaining of? Is there a difference, and do those dif- 
ferences fit into categories of disease? 

The second item we wanted to address, the objective we wanted 
to address in this study, is that we were interested in trying to see 
within the Persian Gulf population where those in the regular mili- 
tary had a different expression of disease than those in the Na- 
tional Guard and Reserve, because initially individuals in the Na- 
tional Guard and Reserve were coming forward with increased 
rates of disease or complaints, and there was some concern that the 
National Guard and Reserve had a higher rate of disease for an un- 
known reason. So we were very interested in that comparison as 
well. 

There are several aspects of our study which clearly distinguish 
the previous studies and lead to the importance of the findings. 
First, this was a population-based study. It involved all four 
branches of the military in the Persian Gulf. These individuals 
were selected in such a way that they represented the 29,000 indi- 
viduals in the larger population, and so we could extrapolate back 
to that group of veterans. 

We also had a control population. Our control population was 
identical to our — similar to the exposed population in terms of 
background demographics — age, rank, gender, type of military 
service, and whether they were enlisted or an officer. 

The third very important point is that our study instrument was 
developed over a 6 month period of time by 30 different investiga- 
tors. The reason that we took a great deal of effort in developing 
this study instrument is that we wanted to make sure that the 
questions that we asked and the disease categories that we put in- 
dividuals into were valid disease categories. 

So what we did is, we went out and used portions of validated 
questionnaires and incorporated that into our questionnaire. So it 
wasn’t simply, “Are you forgetful?” but it was a series of 10 or 15 
questions about memory that had been tried and refined by other 
investigators and found to be associated with pathologic evidence 
of cognitive dysfunction. Those are the types of disease categories 
that we have developed. We developed complex algorithms based 
on other investigators’ findings. 

The fourth important point of our study is, we used a telephone 
interview. A telephone interview is actually a very accurate way of 
getting a large number of people to participate. In fact, of the indi- 
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viduals that we contacted by telephone, 91 percent of the individ- 
uals participated in this study. 

It was hard getting the phone numbers of individuals, so overall, 
we had a 76 percent participation rate. But even a 76 percent par- 
ticipation rate is very good and assures you that the study popu- 
lation is representative of all eligible for the study. 

Mr. Shays. 76 of the 3,700? 

Dr. Schwartz. We selected approximately 4,600 eli^ble study 
subjects for this investigation, and 3,700 ended up participating in 
the telephone survey. 

So our results are really very different than what you have heard 
before. We focused on major disease categories like cognitive dys- 
function, depression, respiratory diseases. We did that on the basis 
of literature that had been presented at the NIH consensus con- 
ference and also had developed since the NIH consensus con- 
ference. 

Our major findings, when you compare the Persian Gulf veterans 
to the non-Persian Gulf veterans: 11 percent increase; 6 percent in- 
crease in depression; 3 percent increase in anxiety disorder; 2 per- 
cent increase in alcohol abuse, bronchitis and asthma; and 1 per- 
cent increase in posttraumatic stress disorder and chronic fatigue. 

The reason we decided to express this in terms of this particular 
disease is — so, in other words, in the population of Persian Gulf 
veterans, if chronic fatigue occurs in a background population, a 
base line population of about 1 percent, then an excess 1 percent 
of Persian Gulf veterans would have chronic fatigue, it tells you 
that approximately 7,000 individuals would have chronic fatigue of 
those that went over to the Persian Gulf 

If you expressed it in terms of risk ratio, for instance, it could 
give very different results for chronic fatigue. We said there was 
a 1 percent increase in chronic fatigue, but if you express it in 
terms of 4.3-fold excess risk of developing chronic fatigue, that is 
a major increase even though it is a small percentage. 

Another very important finding from our study is that there were 
several things we found not associated with going over to the Per- 
sian Gulf and things that were particularly publicized as being re- 
lated, which addresses this issue, this potential issue of recall bias. 
Skin lesions, aplastic injuries, were not related to having been over 
in the Persian Gulf. 

If we look at the five major disease categories, 64 percent of the 
Persian Gulf population was entirely asymptomatic, without any 
one of those five diseases; 21 percent only had one of those — symp- 
toms of one of those diseases, and 15 percent had symptoms of two 
or more of those diseases. 

The reason that I bring those up, of those that are symptomatic, 
most of those fall in one disease category classification. 

The second important finding from our study was that service in 
the Gulf We looked at measures of functional health: How do peo- 
ple function at home and at work? We found that service in the 
Gulf and having one of those diseases that I mentioned — the symp- 
toms of one of those diseases, resulted in decreased self-reported 
functioning at home and at work. 

So not only were these individuals symptomatic but they didn’t 
think they were functioning well at home or at work, which I think 
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gets into a major concern of the veterans, how well they are doing 
in terms of their daily activities. 

A third important finding is that we didn’t find very many 
differences 

Mr. Shays. Would that also be a factor in how they might have 
an inability to articulate their case? 

Dr. Schwartz. Absolutely. I think the cognitive dysfunction 
would be another problem in terms of them effectively articulating 
their case. It does involve that as well as memory. 

A third important finding is that, different than previous studies, 
we found very little differences between the regular military and 
the National Guard and Reserves, suggesting that the type of mili- 
tary service didn’t really affect the development of these symptoms. 

So why are our findings important? Our findings, I think, are im- 
portant because in a very controlled study we clearly document 
that Persian Gulf veterans are reporting more medical and more 
psychiatric conditions than an appropriate control population. 

We also have identified some very well defined medical and psy- 
chiatric conditions that are being reported more frequently in this 
population. I think an important take-home message for physicians 
caring for these individuals is that many of these individuals will 
present with diseases that other patients present with that didn’t 
go to the Persian Gulf that we have treatment for, like depression, 
asthma, bronchitis, fibromyalgia. 

I think that is an important take-home message, that not all in- 
dividuals who are Persian Gulf veterans who have medical prob- 
lems need necessarily to be referred to specialty centers. Many of 
the people are being cared for by their local VA hospital or local 
physician. 

A second important finding was that the medical and psychiatric 
conditions, as I said, appear to have a measurable impact in terms 
of their daily functioning. And the third finding was that National 
Guard and Reserve didn’t differ from the regular military in terms 
of the manifestation of symptomatology. 

I think that this study is important because it takes a first fun- 
damental step in establishing what are the medical and psychiatric 
concerns among the Persian Gulf veterans. What it does is, it pro- 
vides a road map for us to begin to look more carefully at these 
particular medical and psychiatric conditions with more objective 
tests, both clinical tests as well as laboratory tests, directed at 
these specific conditions. 

A shortcoming of our study is this issue that we relied solely on 
self-report. I think self-report is important in identifying what the 
problems are, what the potential problems are, but the next step 
has to be objectifying those problems. 

Another shortcoming of our study and shortcoming of all the Per- 
sian Gulf studies that we have seen so far, and something that you 
might have influence in, is that minority populations and women 
have not been studied specifically to see if those individuals have 
different risks than white males who went to the Persian Gulf. I 
think this is a very important area of investigation that needs to 
be pursued. 

If I had to make one other suggestion in terms of future followup 
studies, a longitudinal study to look to see what happens to those 
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individuals over time is critical, because all we have done is, we 
have taken a snapshot of the population. We know what is going 
on with them 5 years after the Gulf war. We don’t know how that 
is going to change over a period of time and how that is going to 
impact on their lives. 

Thank you for your attention. 

[The prepared statement of Dr. Schwartz follows:] 
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Statement of David A. Schwartz, MD, MPH, Professor of Medicine, The University 
of iowa 


nie Iowa Persian. Gulf Research ftoject is one of the first population-based, 
controlled epidemiologic studies to document that Persian Gulf War veterans are 
reporting more medic^ and psychiatric conditions than their military peers who 
were not dqtloyed to the Persian Gulf. 

Purpose: The purpose of our study was to compare die prewlencs of self-reported 
symptoms and illnesses among Persian Gulf War veterans from Iowa with military 
personnel from Iowa who were not deployed to the Persian Gulf. Since previous 
reports had suggested that the national guard and reservists might have more health 
problems than active duty military personnel serving in the Persian Gulf, we also 
explored the relationship between self-reported medical and psychiatric conditions 
and t}pe of military service. 

Methods: Our study differs from previous reports in several subrtantial ways: 

Our study is one of the first population-based epidemiological studies to 
evaluate the health consequences of the Persian Gulf War - Ae 3,695 
subjects in our study were selected from a larger population of 28,968 
military personnel who listed Iowa as their home of record - the subjects in 
our study were specifically selected to represent individuals from all 4 
branches of the military, and include both regular military personnel and 
national guard and reservists - furthermore, the Persian Gidf military 
subjects in our study were deployed throughout the Persian Gulf and were 
stationed in over 950 military units - the methoefe used to select our study 
population and the demographic characteristics of our study subjects serve 
to enhance the generalizability of our findings 

2. Second, our study is one of the first controlled epidemiological studies to 
evaluate the health consequences of the Persian Gulf War - we included a 
carefiiHy selected comparison gi oup of military personnel who were not 
deployed to the Persian G ulf but served during fte time of the Persian Gulf 
War - this approach has allowed us to detennine whether symptoms or 
iltoesses were occurring more frequently ta Persian Gulf War veterans 


I 



261 


3. Third, oiir study iiistroment was primarily composed of validated questions 
and qaestionnaires - for instance, we used the best available validated 
series of questions to measure health related quality of life - using 
questions and questionnaires that had been previous^ tested in other 
populations increases the accuracy of our findinp and, In the future, will 
allow us to compare our results with results from other investigators 

4. Fourth, the definitions for the medical and psychiatric conditions were all 
derived well in advance of the analysis - in most cases, standard, well 
accepted criteria were used to define these conditions - m some cases, 
medical experts derived these definitions based on the best available 
infonnation - this approach resulted in a series of definitions of medical and 
psycWatric conditions that are likely to be accepted by other experts in the 
field 

5. Fiftli, the interviews for our study were conducted by telephone - fins 
resulted in both a high rate of participation and accurate information. In 
feet, 91% of those contacted by telephone completed die detailed telephmie 
interviews, and repeated administration of the questionnaire to 5% of the 
study population showed a 90 to 97% test-retest rate of agreement 

6. Sixdi, our study focused on tlie differences in the rates or frequencies of 
medical and psychiatric conditions between Persian Oulf War veterans and 
non Persian Gulf War veterans 5 years after the gulf war. Thus, our results 
may prove helpful in understanding the public health implications of the 
Persian Gulf War 

Finally, this was a rigorously conducted study with a great deal of scientific 
review and oversight. Over 30 investigators from three different institates • 
the University of Iowa, the Iowa Department of Public Health, and the 
Centers for Disease Control and Prevention - participated in this 
investigation. In addition, we had a nationally recognized external 
scientific panel of advisors who provided critical review of our study at 
several stages of development. We also included a public advisory panel 
to assist wife questionnaire development and provide a direct link between 
our investigators and veteran organizations. 
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Results: Results from our study substantially advance the scientific underetanding 
of the health consequences of the Persian Oijf War. 

We found that Persian Gulf War military personnel repoited an 1 1% Hgher 
prevalence of symptoms of cognitive dysfonction or problems thinking, a 9% higher 
prevalence of symptoms of fibromyalgia or pain in the muscles and pain around the 
joints, a 6% higher prevalence of symptoms of depression, a 3% higher prevalence 
of symptoms of anxiety disorder, a 2 % higher prevalence of symptoms of alcohol 
abuse, bronchitis, and asthma, a 1% increase in post-traumatic stress disord^r^and 
chronic fatigue, and an increase in tlie prevalence of sexual discomfort in both the 
respondent and the female partner of the respondent. Importantly, over 50% of the 
Persian Gulf W'ar veterans had none of the medical or psychiatric conditions, 
indicating that most individuals involved in the Persian Gulf conflict did not develop 
medical or psycliiatric problems. 

The significant relationships we found between categories of self-reported 
exposures and health conditions suggest that no single exposure is related to the 
medical and psychiatric conditions among Persian Gulf War military personnel. 
Rather, among Persian Gulf War militaiy personnel, several self-reported exposures 
were significantly related to many of the medical and psychiatric conditions. For 
instance, among Persian Gulf War veterans, depression was associated with an 
increased prevalence of self-reported exposure to solvents, smoke, sources of 
infectious agents, sources of lead from fuels, pesticides, ionizing and nonionizing 
forms of radiation, chemical warfare agents, pyridostigmine use, and spending most 
of the time in the Persian Gulf in either Iraq, Saudi Arabia, or Kuwait. These 
findings suggest tliat die medical and psycliiatric conditions may be caused by 
overlapping exposures. Alternatively, these exposures may be common to all 
individuals serving in the Persian Gidf and the observed relation between exposures 
and medical and psychiatric conditions may not accurately reflect exposure isease 
relationships. 
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We found that service in the Persian Oulf War adversely ailbcted the self-reported 
assessment of quality of life and functional health status. For instance, Persian Gulf 
War veteratis reported signiScaiitly lower measures of social functioning, mental 
health, and physical ftmetioning. In fact, among Persian Gulf War military 
personnel, &e sslf-reported medical and psychiatric conditions were significantiy 
related to impairment of social activities and self-reports of decreased performance 
at work. These findinp suggest that the Pa'sian Gulf conflict and the medical and 
psychiatric conditions that we identify in this manuscript have had a measurable 
effect on the fimctional activity and daily lives of Persian Gulf War veterans. 

Finally, among the Persian Gulf War veterans, we found relatively few differences 
between the frequency of medical and psychiatric conditions reported by the 
national guard and reservists and the regular military pa-soiinel. Ihe national guard 
and reserve study group only reported a 1% increase in the prevalence of symptoms 
of chronic fati^ie and a 4% increase in symptoms of alcohol abuse. These findings 
indicate that our results apply to national guard and reservists, as well as regular 
militaiy personnel. 


Comment: Our study is important for the following four reasons: 

It is one of the first population-based, controlled epidemiologic studies to 
document that Persian Gulf War veterans are reporting more medical and 
psychiatric conditions than their military peers who were not deployed to 
the Persian Gulf 

2. Second, our study has identified several specific medical and psychiatric 
conditions that need to be studied in more detail 

3. Third, the medical and psychiatric conditions identified in our study appear 
to have had a measurable effect on the functional activity and daily lives of 
Persian Gulf War veterans 

Finally, among the Persian Gulf War veterans, minimal differences were 
observed between the national guard and reservists and the regular military. 
These findings indicate that our results apply to nationa! guard and 
reservists, as well as regular military personnel. 
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Future Studies: Based on our findings, future studies are needed in die following 
areas; 

L First, more objective clinical studies are needed to folly characterize the 
self-reported medical and psychiatric conditions that were found to be 
elevated among Persian Gulf War veterans 

2, Second, due to limitations in our study population, we were unable to folly 
evaluate the effect of the Persian Gulf conflict on women and minorities. 

In the future, specific attention should be given to the problems that might 
have differentially affected women and minority military personnel 
deployed to the Persian Gulf. 

3. Third, the individual and combined effects of potential etiologic agents, 
such as medications and vaccines, infectious agents, ambient pollutants, 
biological and chemical warfare, and psychological stressors need to be 
fully investigated in population-based studies. 


!ti summary, the Iowa Persian Gulf Research Project is one of the first population-* 
based, comrolled epidemiologic studies to document that Pmian Gulf War veterans 
are reporting more medical and psyciiiatric conditions than their military peers who 
were not deployed to tlie Persian Gulf. Our study is an important first step in a 
series of studies that are needed to further understand the medical and psychiatric 
conditions that we found elevated among Persian Gulf War veterans. 
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Mr. Shays. Thank you, Doctor. 

What is your reaction when you heard of studies that have been 
in the news that have said there is really no difference between 
those who served in the Gulf and those who didn’t serve in the 
Gulf? 

Tell me first off, when did you, again, conduct this study? What 
timeframe to what timeframe? 

Dr. Schwartz. We started the study in December 1994. The 
questionnaire was administered from September 1995 to May 1995. 
So fairly recently. 

Mr. Shays. So you are not using pre-1993 data basically? 

Dr. Schwartz. I am sorry, September 1995 to May 1996. I apolo- 
gize. 

Mr. Shays. This was basically all telephone conversation inter- 
views? 

Dr. Schwartz. This is all telephone conversation interviews in 
terms of whether they are currently having a problem. So we didn’t 
ask them whether they had a problem immediately after the war 
or whether the problem developed and went away. We were inter- 
ested to find out whether they currently had the problem. 

Mr. Shays. Now the critics would say you didn’t see these indi- 
viduals so you don’t know whether they are well or not well. 

Dr. Schwartz. Yes, that is absolutely a valid criticism of the 
study, that we have self-reported information. 

I think a rebut to that criticism is that what we found was that 
there wasn’t, as Dr. Haley said, an across-the-board similar percent 
increase. That percentage actually differed quite a bit from one dis- 
ease to the next. So for cognitive dysfunction there was an 11 per- 
cent increase, for asthma and bronchitis there was a 2 percent in- 
crease, and for injuries and skin lesions there was no increase at 
all. 

Mr. Shays. That is interesting. The 11 percent increase, that is 
on a population of those who may have come home from the Per- 
sian Gulf feeling totally — and maybe not being exposed to any. 

But let me back up a second. Your study basically determines — 
I am going to ask it differently. I retract that. 

Tell me why 11 percent is significant, just in your own words. Is 
30 percent significant? Is a 2 percent increase? What other physi- 
cians looking at that would say 11 percent is significant? Why? 

Dr. Schwartz. Eleven percent is significant because — I am just 
pulling out the table here — in the population that didn’t go to the 
Persian Gulf, the prevalence or the frequency of cognitive dysfunc- 
tion was about 9 percent. In the population that went to the Gulf, 
the frequency of cognitive dysfunction was 20 percent. 

Mr. Shays. So it is double. 

Dr. Schwartz. It is double. And it is significant because 11 per- 
cent of the Persian Gulf veterans are affected by cognitive dysfunc- 
tion that shouldn’t have been affected by cognitive dysfunction if 
they hadn’t gone to the Persian Gulf 

Mr. Shays. Eleven percent more? 

Dr. Schwartz. Eleven percent total of the Persian Gulf veterans. 

Mr. Shays. Compared to the population that didn’t go to the Per- 
sian Gulf? 

Dr. Schwartz. Correct. 
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Mr. Shays. To my mind, that is double. You add 9, then went 
to 20. 

Dr. Schwartz. That is right. The reason that we expressed it as 
a percentage was that approximately 700,000 individuals went to 
the Gulf, so if we say 11 percent of them develop cognitive dysfunc- 
tion in excess from going to the Gulf, that is 77,000 individuals. 

Mr. Shays. And your determination as to the cause is not part 
of the study? 

Dr. Schwartz. No. We did look at the relationship between self- 
reported exposures and the relevance of specific outcomes, and we 
found that many of the exposures were related to many of the out- 
comes. And I think that one important point related 

Mr. Shays. Back up to make sure I understand. In those that 
were feeling symptoms, their position was that they had been ex- 
posed? 

Dr. Schwartz. Yes, yes. And they had been exposed to a variety 
of agents. So for depression they had — they said that they were ex- 
posed to more smoke from oil fires, more radiation from nonion- 
izing and ionizing forms of radiation, a variety of different expo- 
sures that may be related to the outcome, but given the fact that 
many of these exposures were related to the outcome, it makes the 
exposure response relationship less believable. 

But an important point regarding this exposure information is 
that we collected it in 1995 to 1996, and we are asking people to 
recall exposures that took place between 1990 and 1991. That is 
much less reliable than asking them to recall health information 
about the last month. So I believe the health information much 
more than I do the exposures, and looking at the exposure response 
relationship, I think it is difficult. 

And one of the points that was made in a recent conference that 
I was at was that it may be very difficult for us to identify specifi- 
cally what is causing this problem in the veterans, or these series 
of problems. I think even if we can’t identify what is causing the 
problems, we need to take the next step and define what the prob- 
lems are much more objectively and try to figure out how to treat 
these individuals, as Mr. Sanders was saying before. 

Mr. Shays. How much did stress play into this issue? I asked Dr. 
Haley the same thing. You can’t diagnose that, can you? 

Dr. Schwartz. We asked questions about stress related to their 
experience in the Persian Gulf, and we derived measures of stress 
from whether they were in combat, whether they had hand-to-hand 
combat, whether they were exposed to gunfire, whether they were 
exposed to Scud missile attacks. So we based our index of stress 
on those items. We found that stress was related to a number of 
the outcomes. 

Interestingly, we found that stress was not related to depression. 
I don’t know to what extent stress is playing a role here. 

Mr. Shays. Fair enough. Mr. Pappas would like to ask some 
questions, and we would be honored to have you ask questions. 

Mr. Pappas. Thank you, Mr. Chairman. I apologize for arriving 
late. 

Mr. Shays. You don’t need to apologize. It is great to have you 
here. Thank you. 
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Mr. Pappas. Doctor, maybe this is beyond the scope of your 
study, but just last week I had read an article where there was a 
gentleman who recently committed suicide that, at least according 
to this article, comments from members of his family were prompt- 
ed by some of the symptoms that I have heard spoken about here 
today. 

Have you encountered — in your study dealing with these service- 
men and women, have you encountered that in other instances that 
you might think would be the higher percentage than average pop- 
ulation? 

Dr. Schwartz. Yes. In terms of suicide risk, we looked at major 
depression, and we used a very rigorous approach to looking at 
major depression, and I believe that we found that the Persian Gulf 
veterans had a 4 percent higher prevalence of major depression 
than non-Persian Gulf veterans. I would concur with that. 

I would also say that that underscores the importance of thera- 
peutic intervention by physicians that are capable of taking care of 
individuals who are depressed. 

Mr. Pappas. Have you dealt with any other veteran populations 
that may not necessarily have been engaged in this conflict but in 
other conflicts, or have you read of any other records that would, 
in order to compare this particular population with others and 
their suicidal rate 

Dr. Schwartz. Yes. 

Mr. Pappas [continuing]. Or just their ability to cope with the 
symptoms that they may have a reaction to either chemical agents 
that they may have encountered or just the experience? 

Dr. Schwartz. Not in terms of suicide rate. However, Dr. 
Hyams, who may have testified before this committee, wrote an ex- 
cellent article that was published about 6 months ago looking at 
symptoms after a number of different wars — the Civil War, World 
War I, II, Vietnam war, Korean war — and looked at similarity of 
symptoms among the veterans from those wars. And the conclusion 
from that article was that stress played a major role in terms of 
the development of those similar series of symptoms. 

Mr. Pappas. Thank you. 

Mr. Shays. Doctor, we are going to go to the next panel, but if 
you would like to make some closing comment, we would love to 
hear from you. 

Dr. Schwartz. I think the — I would just say that there are two 
areas that I want to comment on. First, the lion’s share of the vet- 
erans that have symptoms or medical problems related to the Per- 
sian Gulf war have very clear, well-defined medical and psychiatric 
conditions that are no mystery to any good clinician. And clinicians 
need to be encouraged to take care of those individuals and treat 
them as they would any other patient. 

Another very important next step is not only to look at new 
therapies but to begin to very carefully understand how these 
symptoms translate into objective evidence of disease, both labora- 
tory and clinical evidence of disease. And we really haven’t taken 
that next step yet. 

Mr. Shays. I appreciate your entire testimony; again, your will- 
ingness to be third on the list and to listen to the others testify. 
I am grateful that you came. 
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I will also say, and then I will yield to my colleague, Mr. Sand- 
ers, for some of us who have heard veterans for years tell us that 
they are ill and no one is listening, it has been very discouraging 
to have official reports come out saying that there is no documenta- 
tion that our veterans are sicker than anyone else. Then we find 
out that the studies have serious flaws in terms of data and conclu- 
sions and so on. Then to at least have someone like yourself say, 
hey, wait a second; we are coming from a different direction, and 
we do see that our veterans haven’t been lying to us, has been very 
important. 

Mr. Sanders. I just want to concur in your findings. Thank you 
very much. 

Mr. Shays. We are going to end this hearing, and we usually 
have our veterans come first, so I would appreciate our veterans 
coming last to accommodate the others who testified. 

We have Chris Kornkven a Gulf war veteran who lives in Water- 
town, WI; we have James Brown, a Gulf war veteran from Han- 
nibal, MO; and James Green, a Gulf war veteran from Fishertown, 
PA. 

Welcome, all of you. If you would remain standing, I will swear 
you in. 

We have James Green to my far right; James Brown in the mid- 
dle; and, Chris Kornkven, you are on my left. 

[Witnesses sworn.] 

Mr. Shays. For the record, all three of our veterans have an- 
swered in the affirmative. 

We will begin, I think, with Mr. Kornkven. We will go from my 
left to my right, and say that you can testify in any way that you 
want. I will be happy to have you respond to what you heard ear- 
lier, and just let you know that you have time to say what you 
need to say. 

STATEMENTS OF CHRIS KORNKVEN, PERSIAN GULF WAR VET- 
ERAN, WATERTOWN, WI; JAMES BROWN, PERSIAN GULF WAR 

VETERAN, HANNIBAL, MO; AND JAMES GREEN, VETERAN, 

FISHERTOWN, PA 

Mr. Kornkven. Thank you, sir. On behalf of my family. Gulf war 
veterans, and the National Gulf War Resource Center, I would like 
to thank the chairman and the members of this committee for in- 
viting me to provide this testimony today. 

My name is Chris Kornkven. I was a Reservist who was acti- 
vated and served in the Persian Gulf from 8 February 1991, until 
5 August 1991, with the 304th Combat Support Company, an Ech- 
elon Above Corps unit. My duty, officially, was as a field radio in- 
spector. Unofficially, I was a combat lifesaver in charge of my 
unit’s medical requirements. While still in the Gulf, I began experi- 
encing symptoms that continue to this day. After hearing of many 
fellow veterans suffering from the same symptoms, I began trying 
to recall when I first noticed these problems, and believe they 
started in March or April 1991. 

In keeping a diary while in the Gulf, I remembered I had dif- 
ficulty in remembering significant events that happened 2 and 3 
days prior. I remembered my knees and shoulders being especially 
painful after the slightest exertion, and that fatigue stayed with 
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me constantly. I believed these were a result of the conditions I 
was in and they would improve with rest. 

I began seeking treatment from the Oklahoma City VAMC in 
1992 when the symptoms continued and worsened and when I 
heard many other Gulf war veterans were having the same prob- 
lems. I was having intestinal problems; the fatigue was getting 
much worse, as was my memory. I still believed the pain in my 
joints was from something else and the headaches would eventually 
go away. After some initial consultations, I was referred to the 
mental health clinic, although I was not told why. Eventually I was 
told I may have posttraumatic stress disorder and I would be test- 
ed and possibly be followed with counseling. Several weeks passed 
with no other medical testing or treatment. I began asking ques- 
tions in the mental health clinic when any appointment would take 
place and was told they were too booked up to get me in any time 
soon. It was suggested I go to the Vet Center for any counseling. 
At this point, much of the medical testing or treatment had 
stopped, with emphasis placed on PTSD and possible treatment in 
the mental health clinic. 

In May 1994, I became upset with no physical testing or treat- 
ment taking place. I waited in the emergency clinic over 6 hours 
and finally got to see a nurse. It appeared she would exhibit the 
same attitude of indifference and dismissal, so I told her I wouldn’t 
leave until each of the medical problems were documented. At one 
point she left the room, saying she had to consult with the Persian 
Gulf veterans doctor. This was the first I had heard there was one. 
When she returned, she said they were referring me to the Hous- 
ton VA Gulf War Veterans Referral Center because they could not 
figure out what was wrong with me. 

During this period and after, the testing or treatment improved 
somewhat, with the following items having been discovered or re- 
ported to the VA: I have reported blinding headaches for more than 
a year, with only offers of aspirin. Eventually an MRI was reluc- 
tantly performed in which a nasal mass was discovered. There has 
been absolutely no treatment to date; I have reported memory loss 
since returning from the Gulf. This has been dismissed as a result 
of stress, with no other attempts at finding the cause or other 
treatment. Many times I have been told it is from PTSD, but when 
I try to explain how bad the problem is, it is dismissed. Tests for 
memory loss usually consist of being told a few words, then being 
asked to repeat them after a few minutes; I have reported skin 
problems since returning. After a sample was taken of the many 
brown spots that have been appearing, I was told, “It’s not skin 
cancer yet,” and I could “come back as needed.” A single examina- 
tion has been performed of the rashes on my legs so long ago, I 
cannot remember the date. There has been no further treatment to 
date; I have reported problems breathing and have had instances 
of pneumonia and of bronchitis since returning. I have been ques- 
tioned by VA doctors about whether I have ever had surgery on my 
chest, with no explanation. Other than antibiotics for the pneu- 
monia or bronchitis, the only other attempts at treatment have 
been frequent chest x-rays; I have reported intestinal problems, to 
include diarrhea, for more than a year before a strange type of bac- 
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teria was found. I was given a 2-week course of antibiotics in which 
the symptoms receded somewhat. 

When the symptoms returned worse than before, I reported this 
to the VA for more than another year. During this time, I also re- 
ported having rectal bleeding. I was eventually given an appoint- 
ment, in which the bleeding was dismissed as hemorrhoids, after 
no examination. When the doctor found no evidence of hemorrhoids 
in my medical records, he continued to dismiss the problem until 
I insisted something be done. By the time I left Oklahoma months 
later, a followup still had not been performed. This bleeding con- 
tinues; I have reported joint pain for many months and had been 
given a followup to see a rheumatologist in 1994. To date, I have 
yet to see a rheumatologist, even after a congressional request, and 
the joint pain has been dismissed as being fibromyalgia. No treat- 
ment other than Motrin has been given. 

I have reported my wife and I having a miscarriage in which the 
fetus had to be surgically removed and my semen burning her. 
There have been no attempts at finding the cause, other than mys- 
terious questions about sexual diseases asked by some doctor from 
the Houston VAMC. At this time I would like to show a picture of 
my wife and son. 

My wife was always very awake and lively when she woke in the 
morning. Now she has as much trouble as I do with fatigue. She 
also has been diagnosed by a private physician as having 
fibromyalgia. My son, who is 2 years old, has not slept a complete 
night through since being born. He appears to have intestinal prob- 
lems, his stools are very acidic, he is very light sensitive, and has 
the exact same rashes on his legs as I do. Other blood and urine 
samples have shown glaring abnormalities, with no attempts to 
discover the problem. I have been told of these abnormalities 
months after the same was taken. 

I requested over several months that a urine test for depleted 
uranium be performed. After many excuses and attempts to ignore 
this, I finally was successful, after requesting congressional help. 

After waiting the period needed for the results, I began inquiring 
about them from the chief of staff. Three months went by during 
which I was told they had called the Baltimore facility performing 
the test, left messages, but Baltimore would not return their phone 
calls. I called the Baltimore facility, spoke with the doctor over- 
seeing the testing, and had him fax me the results. 

During the conversation, I was told I “had a higher DU count 
than those carrying around fragments in them.” I was also told it 
was nothing for me to worry about and that I probably got it from 
the drinking water where I live. I believe the Environmental Pro- 
tection Agency would be interested in hearing that one. 

I understand DU contamination may cause kidney problems. I 
have been questioning for many months as to whether this may be 
the cause of urine abnormalities, but they have been unanswered. 
I also question if this may cause liver problems, and the only re- 
sponse I have ever received is a question of whether I have ever 
had an ultrasound of my stomach since it has been painful to the 
touch since I have returned. 

I have reported chest pains since returning and instances of my 
heart racing as high as 160 beats per minute with no activity. After 
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going through tests, with results varying from “no problem” to not 
being able to start a test due to abnormalities shown, I was given 
an appointment with a cardiologist. 

After the initial examination in which problems were discovered, 
I was given a followup. Unfortunately, this followup was scheduled 
for a year after the initial visit. Several attempts to correct this 
were ignored, until once again I requested the help of my Congress- 
man. When the appointment was held, after a couple of failed at- 
tempts, I was told the heart problem I was having was due to an 
abnormal heart valve. After many physicals and no heart problems 
prior to the Gulf, I was surprised to hear this. I was also told this 
type of problem was hereditary, nicely avoiding the VA’s rating 
guidelines. 

Many types of treatment at this facility consisted of providing a 
quick prescription for whatever the reported problem may be. The 
number of prescriptions that I had been given totaled 27 at one 
point. I began wondering the interaction of all of these medications 
and requested over several months, through the chief of staff, an 
appointment with a pharmacist. 

During this appointment, I was told two of the medications I was 
given interacted, causing heart arrythmias and, “Some people have 
died from it.” I would like to note that the FDA is currently consid- 
ering removing from the market one of these medications. 

To date, my insurance has been billed more than $42,000 for 
these appointments, ranging from a few minutes to half an hour. 
Most were with medical students. I have little wonder why claims 
are denied once a veteran reports having medical insurance. 

Due to problems in obtaining treatment, I have contacted the 
Persian Gulf veterans doctor, the patient advocate, the assistant 
chief of staff of ambulatory care, the chief of staff, the congressional 
liaison, and finally the director, all of the Oklahoma City VAMC. 

Since problems continued in obtaining treatment or appoint- 
ments, I have contacted six different Members of Congress, to in- 
clude three congressional committees. The problems continued with 
obtaining proper and timely medical testing or treatment. During 
this time, I was given very good care in the mental health clinic. 

I then contacted the VA Inspector General’s Office, which opened 
an investigation. This resulted in the Inspector General’s Office re- 
questing a response from the director of the Oklahoma City VA. 
The director provided excuses for each of the problems I had identi- 
fied. After 2 months of waiting for results, I called the Inspector 
General’s Office and was told they were satisfied with the director’s 
response and refused to investigate further. 

I have thought of filing an SF-95 claim for damages with the VA 
but have given up, secure in the knowledge that it would end up 
in months of red tape. 

Throughout this ordeal, an emphasis has been placed on 
posttraumatic stress disorder, with the physical aspect of my med- 
ical conditions seeming to be ignored, even when clearly indicated 
otherwise. I was very surprised, after submitting a claim for serv- 
ice connection for posttraumatic stress disorder, that it was denied 
by the VA. It has since been considered 20 percent disabling even 
though all of the other conditions have been described as related 
to PTSD. I will admit freely that stress from my service in the Gulf 
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is a part of my condition, and possibly many other veterans’. I be- 
lieve the VA has done a very good job in treating PTSD in Gulf war 
veterans. I also believe many veterans are subjected to much more 
stress by trying to navigate the bureaucracy of the Department of 
Veterans Affairs and with worrying how to cope with medical con- 
ditions that are ignored, all while being unable to work and won- 
dering how to feed or house a family. 

All of the conditions I mentioned earlier, with the exception of fa- 
tigue and PTSD, have been denied service connection by the VA. 
After 45 days of trying to contact Dr. Frances Murphy of the VA 
central office, I finally was able to speak with her. I also left mes- 
sages to speak with Dr. Susan Mather, and my calls have never 
been returned. I wonder if heads of other veterans organizations 
have the same problem. 

During these conversations, I was told the registry would be up- 
dated with any new diagnoses or findings. I sent a FOIA request 
to the VA for my information and received it. When I received it 
recently, I was horrified to see it only contained medical docu- 
mentation from a single examination from 1993. If I would have 
had my registry examination information to support my claim, it 
may have been allowed previously. Since I and many other Gulf 
war veterans have found the DOD and VA have been much less 
than helpful in outreach to veterans, I have been active in forming 
and working with Gulf war veterans organizations in an attempt 
to help others through this bureaucracy and to ensure they receive 
information that is vital to their medical treatment. 

Presently I serve as the president of the National Gulf War Re- 
source Center. In my capacity as the president of the National Gulf 
War Resource Center, I have encountered many Gulf war veterans 
whose claims have also been denied. Most have fallen outside the 
2-year limit that has been imposed by the VA. 

I think after 5 years that Gulf war veterans have suffered 
enough. Immediate action is needed to provide proper medical test- 
ing and treatment of this Nation’s veterans. 

I would like to make this next point very clear and understand- 
able to the committee. The complete testimony I just gave is from 
me personally, but it could have come from any Gulf war veteran 
in America. 

With that, I offer the following recommendations: The VA and 
DOD should be much more open and willing to communicate with 
established Gulf war veterans organizations. 

An immediate extension of the arbitrary 2-year limit would help 
many thousands of veterans. 

Instructing the Department of Veterans Affairs to follow the in- 
tentions of Congress in Public Law 103-446, and others, would 
help greatly. 

Instructing the Department of Veterans Affairs to properly ad- 
minister and update the Persian Gulf War Veterans Registry will 
ensure this becomes a truly useful data base for researchers and 
patient care, as was previously reported in the Presidential Advi- 
sory Committee’s final report to the President. 

Instructing the Department of Veterans Affairs to improve com- 
munications with medical care personnel throughout their facilities 
on issues relating to Gulf war veterans. 
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An independent oversight commission to oversee the review of 
the 12,000 previously denied claims would ensure the process is 
fair to veterans. The current practice of adjudicating these claims 
at area processing offices removes the veteran, their service officer, 
and possibly their Congressman from the claims process. A 96 per- 
cent rejection rate is unacceptable. 

Encourage the Department of Defense to seek out and interview 
medical care professionals who were in the Gulf in order to receive 
their insight on what medical conditions they witnessed during 
their service in the Gulf. 

Request a plan of action and oversight from the DOD on ensur- 
ing medical boards are conducted properly and by regulation. 

Request the DOD immediately communicate down to unit com- 
manders that veterans will not be retaliated against in any way for 
seeking health care related to service in the Gulf. 

[The prepared statement of Mr. Kornkven follows:] 
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Widfrfmy feioily, Oulf War and ^NstSaaal ftilf W*- Re*wss 

Ccate, IwouMiSssSD&aiikd^dMrmsasaJoicmimofftsesi^tos&rM&ig 
ms t> ptcmde dot tetimoo}' U>dsy. 

My ssme is CWs ^>nikyea, I witf a «u Sid Kwd k 

lbs PcniM Qiif torn 8 Febraaiy 1S91 itstS 3 Augsift 1991. 3Mi Cwte 

fiifpoctCampany, EciisleB A&mCops ua^ My 4s^. as 

E^l@ l^tpsstor. UaoSdsSy, I wu a Conte! Ufewv k 1)^ 

reqiKcmesb. 

Wyk atiS is ^ <ki!f I tegwi ffiqxrisK^ tei ta 4lt 

AA^r temag of masy feflow vetersat nfferii^ ftoiB iy(iq«»is 1 b^» Siiyii^ Ic 

leeaH «ta I fint aotieod prabkms, tatd telisw tey parted in M«eti or Afril of 
19Si.bhee?«m!«4ktv«*ifem8»OoiflrBagctiefgidlteddifSiBBltykfam aa»fe.!OTag 

sigBi&aen evoA fcat teppeosd 3 soil 3 days ^kr. ! kitei 0 ^ Aoidte 

1)^ specialty palniiil t&sf fiie eastko, md iat &%ie ae 

e<w1sally. I Sieved &eae '«<«« a resoit of dM oioditiaga f ms ttd nrooM 
im^vewtdireat 

I tegaa tetldng tnatsHait fion fbe Oklateaia C% VAMC ra i993 <te Qwptosis 

cecteied aid woaoted. asd «diee ! beaid EEUsy o&er Oulf Wan^etet^ woo tevitg Sio 
saiaa 1 T«as teviag kitssSiaa! pn^tei, Ite Mgse war got&g modi imae as 

war my memory. ! tdll teiieved &e paie to my jokos waa Srara aomdUng eisa, $s^ |te 
teatiadies! would eveoiuaity go away. 

After some ioitiai oaosohdicma ! was tefetred to meotai teal&e£mc, ! was 

not laid wfty. Eveotually ! was told I mi^ have fact Traumalie Sttess Disorder, I 

would he tested sod pos^iy be foOcwed wid: eouoseliog. 

Several weeks passed with do olliier medical testiog or tealment. 1 began asfcmg tpueslions 
ia the meohU beahb clinic wfaea any appcantment wcaiid take (dace, ai^ was Sold diey 
were too booked up to get me m anytime socc. tt was sugge^ I go to the Vet C«iler &r 
any counseltng. 

At Ibis po int mucfe of die medical testing or trealmept had stopped, sritheo^hasisjdaoed 
on FISD. and posstUe keatmeot in die mental health elhac. 

b May 1994 1 hecame upset with no phy^cal testily or treatoieat lakisg piteo. I waited in 
the emergency clinic over 6 boors and filially got to see a Burse. ft s^mred ste would 

eidiibit dK same altitude of indiScreaoe and dianiisal ao I toM her I wouldn’t leaue until 
each of die medkal problems were dotumeried . At one point dm left tbe iDom aaying As 
bad to consult nidi ite Persian Gulf Veterans Doctor. was die first I had beard these 

was one. 'When ibe relumed she said dieywemiefeniag me to die Houston VA Golf War 
v^erans reftnd Moter because they could not figure out what was wmog wift me. 
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Dwi^ ptsiod %atS site, tbs tsstiag er treatmtat imfsove^ $omev^ wift &S 
fdMws^ itsffis tevB^ tees diseovepsd or repcrted to fee VA. 

! Iisve wpode^ b&diag tesdsfbes for more * yen wifli oaSy ofto of Mpns, 

EvoiUsl^ aa bK wu rdo^wdy paf«o^ a i^eb s Btsal mass was duootmd. 
Here ims tern steSuteisr ao to date. 

I teve »pons4 Bsstosy tost f««»s!£ tom ^ ^il£ Tlds tes tees diaoiMad M » 

ivsilt of stm wi& ao ote- M fiiSiog &e eause or otber tossfineat Maoy times ! 
tevs ben tdd it is foora FTSD, blit I «y to e^ilsk bow bad tie ffoUem is it to 

diaained. Testo for memory kiss onsBy scesist of betog told a few wwdv t»i bto^ 
asked to repeat itms a^ a fow mtnite. 

lbar« reported dda^obtensaisceretiiraisg. Alter a sample was tekeo of tie mtpy 
btom ^peds tsat have bees appears:^ I was Hd If s eat ^ eaacer yeT and ! woM 
"some back as needed”. A i^e examlaatkie bas been perfomed of tie ladtea on oiy 
so kng ago 1 casmot remember tbe date. Thoe bss ben no foifoer irealmeat to date 

I bave reported probiems breathing and have had mstesces of Baenmooia and et 
Stoociutis tmee ediiimag. I have ben questioaed by VA doctors ibout whetier I have 
ever had sofcryaemydbite witmoexpbmatlcii. OtiertBaBafliiotcsfortto 

Fneamoeia or Broo^ztis tie ooiy ofiier attempts at treatmeot have been fieqoedt dest X- 

rays. 

I have reported rDtosboaiprobiems to kchidediabnea, fotnxxediaiiayearbefixea 

eli»ge of bacteria was found. 1 was givea a 2 wedc course of anfilHoties in wbieb f» 
^mptoens receded somewhat Wbea tie lymptoms returned worse tan befiite 1 i^orted 

l^totie VA, for more tna another year. Dcringtiistanelalsoteparadhavbigte^ 
bleeding. I was evenlualty^vea an appontmealm which tie bleeding was diiminedes 

bemmoiboids, alter no escaminatioa When tie doctor found no evidence of hemmothoids 

in my medical records be cootimied to dismiss the probiem uotil I msisted eomefok^ he 

done. By the time 1 toft Oklahoma months later a foDow-up stSI bad not been perfonned. 
This Ueeding oontiniies. 

I have repotted Joint pain for many mootis and had been given a foUowH^ to see a 
Rheomatdogist in 1994. To date 1 bsnte yet to see a Rbeumaldogist even after a 
Congtesaonai tequesl, and tie Joint pam has been dismisaed aa bemg Fibromyalgia. No 
treabsent otter tian Motrin bas beeo ghm 

I have reported my wife and I having a miseaiiuge in which Ac fetes W to be surgically 

removed, azri my semen burning her. There iarve ben no attend at ftidii^ tie cause 

dtier other tun mysteiicus questions about sexual diseases asked by some doctor torn 
the Houston VAMC. 
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At &it tiioe I wo<d4 i3« to shorn a pieiurt of my nofb and soo. 

My wax always voy awal^ and tiv^ wfaeo ^ woke in <>e momiag, aow abe baa 
as loiidt ftouMe aa 1 4o with &lagiae. ^ also hae booB ditgaoaod by a private pl^wtaii aa 
tawiog Fibromya^sa. 

My a«V Mio >• 3 yem dd, liat not ale;* a eompkte ioioejib stuee Mi^ beta. Ha 
tj^seara Is have lateral p^eraa, tat alsola are veiy ad^ be is VERY laciiifN, 

^ h» iie east raiass oa hki Sega at I A). 

O&a Mood aad ame samides btve aitowB gftnog ab^xmalMet snft so atterapSc to 

diseow Ste pcobteia. 1 ba«« been loid of Ssm abaccmalitiea monte dkr fte m»|le was 

bkeo. 

I Mqoeited over aeveral mca&t Sitt a uria: teat for Deleted Iktote be pettemed. Afi« 
Baay eacasea Old tnanpts to igoore tUt I fiaaliy ma loceess&l alter leijiea^ 

Co^««ioEid help. Aha wasibg tiie period o^ided fee toe teaoha, I b^an ra^sitiog 

abcait iitoat Seal ^ CUef Staff. 3 mcGtot wEat toiriog wfctd t was isM Ai^ bad 

edM toe BaltuBOi^ &cl!% perlbnmi^ toe teat lefi meisages, but BaNnKice wo^ BOt 
returatoarphooeeaDs. leaOed toe BaituBon; toeilify, tpoke wito toe Doctor omaedag 
<isl^kg,aiidbxdlam&xnie(bereaitta. ^aiag^cccverastioalwatlddlliada 
Uglier UU ccaiat toeo toose canying arotiad fiag^ts in toan’*. 1 IMS alto tcdd it was 
mitoiag for Bto to weary about a^ liiat I probably got it ficta toe dnoks^ water atom I 
in«. ! believe toe Eariraaieental Ibidectioa Agensy would be ictereated in S^tuig toat 
«xto. 

IttudecataadOUoootammatitsiinaycausekiitoeyproblemt. IhavebesotjuealioD^ ta 
maay mootos atto wbetoertois may be toe cause of orioe aboon&aliiiea button have 
been UBSaswoed. I also ({uestioo if (his may cause iiverprcbletos, and toe oidy tespoose [ 
have ever received ia a questioeof whether I have ever bad an uHra-tound of my stomach 
since it has been painful to toe touch since I have retumed. 

I have reported chest paioiaiiioe returning and balances ofmy heart racing as high *a ISG 
bests per roloato wito no activity. AAer going torough tests wito ceauits vaiybg fiosc **»> 
probte'* to not being able to Start a ted due to sbnatiBtliiies toovo, ! wu gbaes te 
appontmeo! with a Cardiologist After toe bitia] otambatioo m whici! proUema were 
discovered ! was givma follow-up. UtiUtunately this follow-up was scheduled forayear 
after toe imiialvisrL Severn! attaapte to oomett^ were ignored imlQcstce ^afol 
requested toe help of my Coogiesaiiaa. When toe appointoieot was Md. altar a eoutde of 
failed attenpts, I was told toe heart problem I was Mvtag was due to an ahsorraa! heart 
valve. After many pfayseals and no heart problems prior to toe Onlf I was amprised to 
hear tois. I was also told tois type of problem was hereditary, nicely avoiding toe VA's 
rating gnideHnes. 
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lypes of toiBKat at 4iu ficOity eoiuixtaj of pnmdiog » ^raseriplias fo 

whatever Sie lepociad pn^Iemiai^ be. 11 k sumber of pneriiMim tiat 1 had feecB giveo 

totaled TIM oat point I began wandering toe bteractioa of aO of toeie niei£eaik«t and 
rMjucetod over ameral moniia, through toe Chief of Staff an appoinlnicnt wMi a 
nannaetat I eveedoa^ had tola appietmest frotniny own d<^ widMit toy atteffipti 
toe Chtsf of Sla£ During tou appoioimeot I wu told 2 of toe nedkstioiis I WM i^via 
tntetaetodeaiiting heart atytooiaa and “aoQie people have died ion ir. IwotildBcato 
note itet toe FDA ia eutro^ eonaideriBg renovaig ton toe maiitetaae ^tone 
metocaiieiis. 

To date ray innraoee itea been bilkd nore toan S42000.00 tor toeae apprstonenia 
nu^ji^ Son a few mioiitea to half an boor. Moat were wifi medkal shideolt 1 have IMe 
wotder why <•!«"«« are denied ooce a vetenn reporte having meiGeal nauraiiee. 

Due to pcttoletBS 'm oblaieing teataeat I have eoetacted toe Per^ Oidf Vetetas’t doctor, 
toe Patient Advocate, toe Asautant Chief of SitfC toe Chief of Antoolatoiy Cai^ toe Chief 
Of Sta£( toe Congreraiooal Uason and finally the Director, aD of toe OUadnmaGty 
VAMC. Sisee pttMems cootiiHied in obtainhsg treatment er a^depesli I have entoctod 
d diftorent menibera of Congreas to inehtde 3 Cppessieoel Coramittoea. The proUena 
ecotinued witoobtaimi^ pn^er and timely medie^ testing or bcatment During ftit time I 
was given vwy good care in toe mods! bodto clinic. 

I then oontaeted toe VA hupector Geaeral’t office which opeaied an invesligalion. This 
reaottod in toe feapector Gawiala office leqeeating a reaponae torn toe Director of toe 
CMdahona City VA. The Director provided exosea for each of toe probleraa I had 
idenlifieil Afiff 2 inontoa of waiting for reaitts I caOed toe Injector OenoabofiSoe and 
was told (bey were aatisified with toe Osectcr'a response, and refiised to investigate 
ftirtoer. 

I have thought of filing an SF -95 claim for damages with toe VA, hot have ghen np, 
secure in the knowledge tost it would cod up in mootos cd red hpe. 

Tfarooghoattoit ordeal an emphuii has been placed oo Post Traumatic Sbesa tfiscnfet 
wito toe ^yaieal aspect of my metocal cooditiona seeniog to be ignored^ even when 
cleariyfaidicatedotoerwue.Iwasvayauiptuedtflersul»uttoigariaasferaervice> 
coonectiao fcr Post Tiaumatie Stress Disorder toat it was denied by toe VA It has amce 
been oonridered 20% diaaMing, even toougfa all of toe other oondhiaos have been 
d^cribed as related to PTSD. 

I will admit fiedy that stress fiom my service in toe Gulf is a part of my cooditioQ, and 
possSdy many otoer veterans. I beUeve toe VA has done a very good jrto in beating PTSD 
in Gulf 'War Veterans. I also bdieve many veterans irt subjected to modi mote tbess by 
trying to navigate toe boreactacy of toe D epar t m e n t of Veteiatu AEbs^ and with 
worrying bowto <«pe wito medkal ooodiliaos toat are ignored. All wi^ bdr% imahle to 
work, and wtaderingbow to feed or boose a femiiy. 
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AH of tfis GooditieQS I sMAticstai earlier, -witfs fte esce^tioo of &%us ml FTSD. hm 
bees denied service-ooooe^^ by die VA. Afi« 45 dayi feyii^ to eotfaet Ur. blnaM 
ii£ii^y of&e VACeottaJ Office I Sisilly wu able te tfieik bar. I alec leSiaeiiafes 
toa^eak wHhDr, Suns Mafbsr, aad my esHi have never been retiiraei. I weader lftietdi 
^odier vetaK» orgaai^&sm have Sse tame {soldem? Durasg Aese eoovees^oaa 1 wae 
Md Ae «mld be updated wiA any new dtaiDoaea or Gadinga. I aail a RHA 

rwiaeat to to VA fbr my iafoenarioa and noeived it Wbn I laeeived b (oeeiafy I was 
bsliied to aee it ooiy eoKtained metoal docuosestoiiaa Horn a enamadoa torn 

1^. El woddlan«l>adiayieB!^toea!aiBatii»iBAiaa!k»toau^oitiay<Aisa& 
may have been allowed prevkaialy. 

Kneel and nato'ethmCMr War Veterana have toad to UOD and VA have bees mneb 
less ton be^ifiil o outoeteh to veterans, I have been active ia fining and wadcaos with 
Oulf War Vetoaa enaaizatk»a in an attempt to help otora tom^ das beieaen^, md 
to ensue toy receive mlixniatioa tot is vi^ to toir metoai bealOMat Aeaemly, I terve 
as to Pteaidem of to Kadooal Outf War Reaouroe Cetor. 

ta my capadfy as to Fresideot of to NatioBa] Oulf War Resoutce Ceotor I have 
easMatoed MANY OnffWar Veleraoa wbote ctaiaa have dto beeo deided. Most have 
Alien ooteide to 2 year Emit tot baa bees hapoaed by to VA t thuic after 5 yean tot 
OulfWarVeleniu haw suffaod enough. ImmediatBactiaota needed to provide proper 
metoaltosbag tad treatoaBtof tits Nation’t veterans. 

I would fike to audee thii next point veqr clear and understandable to to Commfttee. The 
completo lestimoi^ I jus gave it ftom me personally, but it could bave come ftocB any 
OuE War veteran m America. 

With tot I of&r to fiillowmg leeammendaEons; 

The VA and OOD tould be mueb more open and willing to communicate wilb 
cstablitod Outf War Vetenma orgamzadom. 

An immedialeexteasienrftoaiiiitraiy 2 year time Emit avonld help many tonanifa rtf 
veterans. 

instructing to D^artneat of Vetenss AftAirs to fiiDow to mteu tiom i of Ccogreu in 
Public Law 103-4^ and others, would help greatly. 

hutructiog to Department of Veterans Affairs to properfy stoinister and update to 
Persias Guff Ww Veterans Repstiy wiU also ensure Ais becomes a tody uiefii! database 
for tesesicfaen and paEart care^ as was previously reported in to Aesidtsida! Advmcxy 
Commltoe't Itod Report to to Ptesidait 

lasttucdng to Depactmeat of Veterans Affairs to improve eommomestiens wiA medical 
care petsoond Aroo^ioat ftieir toSities on issues rdatmg to Oulf War Veterans. 
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Ab hdepeodoit oversi^t otauniuioa ts ova^ is raview of fte 12,000 ptevion^ 
4esiad dsimt wouU esam Sie pmst$s b fiur to veteriM. Uteoirraitiin^oBof 
adpidicNtiag ftese dairas at Area Processu^ Officet imove* Oie vciem, ftm larvioe- 
offiesr aii4 po>sit>ly Onr Cooffctsma Oom &c ci&ns process. A 00% iqsctk» nie is 
noaceei^Ue. 

Esosorags &e Dejnrbacot of Defeose to seek sot snO iolsrview medical CK* 
pR^ssiccals odto «^se la tile Oulf is order to receive tbeo- aas^ on oiiat asedkd 
mtfiioas Aey coto^ied (kitiDg tiietr tervke ta ifee Gidf 

Request e pbs of i^ica and treetei^ fioia Om DOD SB imtfiag K&dioi! Bnrds are 
^tadset^ pRi{ie% sad ty regubtiait. 

Requed ti» DOD immediately eofamooicate down to imit Cotomaadea tiut^etsiara ««ill 

act te retested igaost k atty way fiir seekiag bealih care fdaied to servkto ta d» CMC 
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Mr. Shays. Mr. Kornkven, that is powerful testimony. Thank 
you. 

James Brown. Mr. Brown, I am going to ask you — basically I let 
Mr. Kornkven go about 10 minutes, a little beyond. That is the 
outer limit. 

Mr. Brown. No problem. 

First I wish to give a statement of appreciation to the members 
of this committee for having this hearing and for inviting me to tes- 
tify today. It is through events like this that the truth can be told 
and changes can be made. Due to recent statements and news re- 
leases made by the Department of Defense, Central Intelligence 
Agency, and Veterans Affairs, finally some actions may be forth- 
coming that will help to save lives, which is the highest calling of 
them all. 

In my testimony I will refer to many events, some recent, some 
historical, but all having a bearing on the state of mind of the insti- 
tutions I have just mentioned. This mentality is one of denial, igno- 
rance, and abuse of power given not as a right but as a gift. 

The need to defend one’s home and family is a basic one. How- 
ever, when the responsibility of that defense is given over to an- 
other, there is a basic trust passed on which, once broken, may 
never mend. This broken trust is the real, basic reason we are here 
today. 

My name is Jim Brown, and I am 32 years old. I was a U.S. 
Army soldier, rank of specialist E-4, assigned to the 514th Mainte- 
nance Company, 548th S&S Battalion, 10th Mountain Division, 
Fort Drum, NY, from 9 June 1989 to 10 April 1991. I served proud- 
ly. My primary job was to fix generators and to run the computer 
system for the shop office and the first sergeant. As such, I had an 
appropriate clearance for sensitive materials as well as training. 

The health hazards and exposures that I was — the health haz- 
ards that I was exposed to are the shots that I received before leav- 
ing the United States, which were the immune gamma globulin, 
IGG; meningococcal, MGC; typhoid II; botulinum toxoid; and an- 
thrax, prior to deployment in the United States at the same time. 

The environmental exposures in Saudi Arabia were leaded diesel, 
in vehicles and poured on roads to reduce dust; microscopic dust; 
lack of acclimation from cold to hot extreme; drinking highly 
chlorinated water from a local source; drinking chlorinated water 
from a local source; pesticide-laden living environment/compound, 
cement city; infrequent showers, with oil-contaminated local water; 
sand fleas; sand flies; basic unsanitary conditions; leaded fuels 
used in improperly vented interior heaters for tents; work environ- 
ment, vehicles, parts, saturating clothing with oil, et cetera; lack of 
bottled water to remain hydrated; rodents; smoke from waste dis- 
posal descending over camp; smoke from first oil well fires, started 
12 February 1991. 

Other hazards were fallout from bombed chemical storage/pro- 
duction facilities; fallout from bombed biological storage/production 
facilities; Scud attacks that resulted in chemical alarms sounding; 
DU on task worked on/around and used by returning A-lO’s flying 
overhead after firing rounds in Iraq, trailing dust. 

After my return to the United States, I became increasingly more 
ill. I finally went to the hospital in Fort Jackson, SC, on 27 March 
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1991, and complained of fatigue, sleeplessness, inability to con- 
centrate, headaches, rashes, dizziness, abdominal pain, blood in my 
stool and urine, and short-term memory loss. Soon after, my wife 
began having the same illnesses. 

The doctors examined me thoroughly and agreed that my symp- 
toms were real and that I did have blood in my stool and urine. 
They then told me they could do nothing for me, and even though 
they found physical signs of what could have been internal bleed- 
ing, I was sent away with no idea what was wrong with me, no 
treatment, and no followup in the near future. This was a poten- 
tially life-threatening situation. To this day, I still occasionally 
have the same blood in my stool and urine and have no idea why. 

After a few months, I received a compassionate reassignment to 
Fort Gordon, GA. During my time there, I progressively became 
worse and tried to be evaluated by the doctors there. I had a series 
of tests done on 2 September 1992, by the doctors at Eisenhower 
Medical Center, and the results showed that I had a tendency to- 
ward anemia and abnormally high glucose levels. The doctors dis- 
missed the findings and told me to go back to duty, with, again, 
no idea what was causing the fainting and nausea I constantly ex- 
perienced. 

On 4 November 1993, I ended up in the Army post’s emergency 
room after having passed out standing up while outside doing com- 
mon task training. Nothing strenuous was involved to induce this 
reaction. 

I was taken to the hospital and put in an area far from any other 
patients and left to sit on a curtained-off bed. Soon, several doctors 
pushed into the cramped space and began talking excitedly among 
themselves about toxicology, poisoning, and the effects usually seen 
in victims of it. This was said directly about me and my problem. 

They talked about me as if I would not understand the jargon, 
yet I understood all too well that these people were connecting an 
exposure to a toxin to my condition. I sat up to look at them and 
began asking questions that left no doubt that I did understand 
them. The conversations stopped, and all eyes turned to me. 

With “hand in the jar” looks, the doctors, who now numbered 
about 10, looked suddenly about for somewhere else to be. I asked 
if there was some kind of a problem with intelligent patients com- 
ing in this hospital and was told to he down and be quiet and wait 
for another doctor. I asked why the change and was again told to 
be quiet. So I waited. I stayed in the hospital for 2 days hooked 
up to an IV of fluids mixed with antibiotics of a type I had not 
heard of. Since I am not a doctor, no surprise there. The surprise 
came when the doctors told me I could leave and I was not to tell 
anyone that I had been given antibiotics at all. Again I asked why. 
I was again told to be quiet. 

When I asked what was wrong with me, I was told it was phar- 
yngitis. I asked how they knew so fast, since cultures take a little 
while to be really sure of the microorganism responsible. As ex- 
pected, I was told to leave well enough alone, and it seemed to 
anger the doctor a lot to be put on the spot. It seemed to be the 
trend in the hospital when dealing with normal questions about ab- 
normal situations. The nurse that had attended most of the “be 
quiet” sessions let me know some of what had happened to me. She 
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pointed out that a lot of the returning Saudi vets were coming in 
sick, same symptoms, and especially right after the flu shots had 
been given out on the post. She also said that I had gotten mine 
2 days before I showed up sick. In other words, she was trying to 
connect the flu shot and my seeming reaction to it. The timeframe 
didn’t seem very consistent considering — ^but oh, well. 

After all of this, I was forced out of the military because I wanted 
medical treatment. They sent me home. The assessment and diag- 
nosis they gave me was “benign physical examination; stress syn- 
drome.” In other words, a PTSD. 

The doctors were all worried that I had a toxic shock reaction to 
the shot and that it “was to be expected in the Saudi vets as op- 
posed to healthy folks.” It seemed that there was a lot more to this 
than I had first thought, especially if it was treated as if it were 
a common thing by the doctors and that the doctors were making 
a connection where they were publicly saying there was not one. 
No surprise there either. 

After looking at the test results from this hospital stay, I was 
seeing a trend of values that were high or low rather than normal 
that the doctors were dismissing yet were cropping up in every lab 
report I had. A pattern was forming. 

After all of this, I was forced out of the military because I wanted 
medical treatment. 

Repeatedly I was denied it and got worse as time went by. 

Eventually I finished my time allowed and transferred to the Re- 
serves to finish my 8-year obligation. 

On September 1, 1994, I went to the VA hospital in Augusta, GA, 
for my registry exam. I was already aware of the CCEP protocol 
and the three phases involved since I had access to the documenta- 
tion concerning that. I and other veterans had met in support 
groups we had formed and were sharing information we had gath- 
ered. 

Prior to coming to the VA, I had done several TV interviews with 
stations in the area. I was known to be outspoken. Since there was 
a large amount of veterans close to the hospital at Port Gordon — 
two full battalions had been deployed from there to Saudi Arabia, 
and I knew many of the vets who were sick there — I thought this 
would be a good idea to invite a member of the media to interview 
me as I went through the program, to let the vets know they had 
somewhere to go for testing and possibly treatment. 

I asked the press representative at the VA if this was OK with 
them. The reaction was not a good one. He felt it was best for me 
to leave it to the professionals and called the reporter to tell him 
what had happened. He informed me that when I tried to talk to 
the press officer, he was told that, “He and I would be forcibly 
ejected from the hospital grounds,” if any reporter showed up. So 
we crossed the street and did the interview with the hospital in the 
background. 

When I went back to the hospital after the interview, everything 
seemed to have changed in a very weird way. All of the people who 
would not even look at me before were asking me if they could get 
me things like coffee, and since I was accompanied there by my 
mother, who drove me there since I had traveled all night to attend 
the testing, and assumed they would draw a lot of blood, making 
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me unfit to drive home, as well as another vet, they also got royal 
treatment. 

It seemed like things might he turning for the better when the 
other vet noted that he had been followed when going to the bath- 
room. Looking around, my mother noted the same thing happening 
when one of us moved around. We began to test this just to knock 
the paranoia theory down, and, sure enough, every time we would 
move, whenever we moved, the people at the front desk would send 
someone to see where we went. 

I finally surprised one of them and asked what was going on. I 
was told it was for security reasons, to keep the reporters out of 
the hospital. I said that was odd since neither I, my mother, or the 
vet were reporters and the interview was already over. She said it 
was the administrator’s decision, not hers, and went back to her 
desk, which means they had coordinated with someone in the 
upper hierarchy, told them what was going on, and received in- 
struction. 

After all this happened, I was finally seen by the environmental 
physicians, and which I have to ask this committee, does anybody 
know the actual definition that the VA is giving these people as 
“environmental physician”? The doctors that are seeing the vet- 
erans are calling themselves this, but from my understanding, this 
is a discipline that these people have absolutely no training in. 
They are putting a name to themselves that they haven’t earned, 
they have no diploma, and no right to say. And I wish this com- 
mittee would investigate that fully. 

As I saw the doctor, I filled out the paperwork with care, attend- 
ing to all the formalities I knew of, in order to test the system for 
other vets that may not be as well informed as I. I let the physician 
see the large package of medical files I was carrying and asked 
where he wanted them. He answered, “Outside the office.” I said 
they would help establish a pattern of illness for him. He said that 
was what he was for. I began to see an old pattern forming again 
I had seen in the DOD, which again supports the idea that if DOD 
says it’s supposed to be done a certain way, the VA is going to fol- 
low and tow the line. 

DOD basically has subcontracted the VA to take care of the 
health care for its employees, which are the veterans, and that’s a 
conflict of interest all the way around. The VA has an innate sense 
of survivability. It’s not going to treat us and get rid of its only peo- 
ple that keep it in business. It’s going to keep us around to make 
sure that we keep coming back. 

I held on to my copy of the protocol phases and asked him to de- 
scribe the testing he was going to do today. He said it would be 
real extensive, a lot of stuff, and he rattled off the basic tests listed 
on the phase 1 protocol, very simple things. I mentioned this and 
was told it was the very best they have to offer and this would be 
all the VA could do for me, period, ever. He said this as I had the 
protocol papers rolled in my hand. I knew better and had proof. 

So after he said this, I asked him again if he would not like to 
increase the testing scope since the tests I had from other physi- 
cians told a real pattern story. He said no. We proceeded through 
these tests he outlined. 
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When he was done with what any first-day medical student 
would have passed over as useless, I showed him the protocol 
sheets with the three phases on them. He turned a very interesting 
shade of white and asked me where exactly did I get those from, 
I was not supposed to have those, and so on. He got rather irate 
then. I showed the three phrases to him and asked him what we 
were going to do now. He stammered something about having to 
go get more papers so he could do tests I requested since he only 
had 25 patients in the office at the time. Phase 1 consists of only 
five tests if you include the x-ray. It seemed that a little pressure 
had worked. 

Afterwards I had talked to the doctor in finding out what tests 
he had done, and they took approximately eight tubes of blood dur- 
ing that time, at one time. It made me woozy, it made me dizzy, 
but I figured we would actually get somewhere with this. When I 
received the statement from the VA telling me exactly what had 
come of this, this very extensive training, very extensive testing, 
they sent me this letter on September 23rd, which was 22 days 
after I had had my examination: “The results of your physical ex- 
amination indicate no problems with your labs or x-rays. However, 
you should keep all your appointments to Mental Health.” 

That put it into a very interesting frame. When I compared the 
documentation that the VA actually had put forward on me, the 
tests they had run, and I compared them to other documentation 
I had gotten from medical doctors outside the VA and DOD system, 
the results were almost identical. Highs were in the same place, 
and lows were in the same place, and these other doctors had said 
that I had a severe case of anemia and I had a severe infection of 
the Epstein-Barr virus, which at that time didn’t mean very much 
to me, but considering what I had been exposed to in my environ- 
ment and the chronic fatigue I was experiencing at that time, it 
seemed rather odd that the VA did not pick this up with their own 
testing. The people interpreting the test results are falling flat on 
their face. The test results were the same. 

[The prepared statement of Mr. Brown follows:] 
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APPRECIATiON: 


First, ! wish to give a statement of appreciation to the members of 
shis committee for having this hearing, and for inviting me to testify today. 
It is through events like this that the trutti can be told, and changes can be 
made. Due to recent statements and news releases made by the 
Department of Defense, Central Intelligence Agency and Veteran’s 
Affairs, finally, some actions may be forthcoming that will help to save 
lives, which Is the highest calling of them all. 

In my testimony, I will refer to many events, some recent, some 
historical. But al! having a bearing on the state of mind of the institutions i 
Just mentioned. This mentality is one of denial, ignorance, and abuse of 
power given not as a right, but as a gift. The need to defend one’s home 
and family is a basic one. However, when ttie responsibility of that 
defense is given over to another, there is a basic trust passed on which, 
once broken, may never mend. This broken trust is the real, basic reason 
we are here today. 

Also, my testimony will be divided in 2 parts. Due to the length of thi 
document, I have decided to do this. The first part deals with the events 
experienced in the D.O.D./ V.A. registries and systems attempting to gair 
aid for the problems I and my family encountered. The second will give a 
background on my experiences in the persian guff war, and the health 
related problems my deployment involved. 


INTRODUCTION: 


My name is Jim Brown, and I am 32 years old. I was a U. S. Army 
soldier, rank of specialist E-4, assigned to the 514th Maintenance 
Company, 548th S & S Battalion, 10th Mountain Division, Ft. Drum, New 
York from 09/jun/89 to 10/apr/91. I served proudly. My primary job was I 
fix generators, and to run the computer system for the shop office, and 
die 1st Sgt. As such, I had an appropriate clearance for sensitive 
materials, as well as training. 
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EALTH HAZARDS AND EXPOSURES 

Shots received be fore leaving the U.S. 

1) Immune gamma globulin (IGG) 

2) Rdenningacoeca! (MGG) 

SJ Typhoid li 
4 } Botulinum toxoW 
S| Anthrax 

Environmentai exposures in Saudi Arabia 

6) Leaded deisei, in vehicles and poured on roads to reduce dust. 

7) Powdered, microscopic dust 

8) Lack of acciimation from cold to hot extreme environments. 

91 Drinking highly chlorinated water from a local source. 

*0) Pesticide laden living environmenWcompound (cement city). 

(1) Infrequent showers, with oil-contaminated local water, 

12) Sand fleas. 

13) Sand flies. 

14) Basic unsanitary conditions. 

1 5) Leaded fueis used in improperly vented interior heaters for tents. 

16) Work environment (vehicies/parts saturating clothing with oil, etc.) 

1 7) Lack of bottled water to remain hydrated. 

18) Rodents. 

19) Smoke from waste disposa! descending over camp. 

20) smoke from first oil well fires, started 1 2/feb/91 . 

Other hazards 

21) Faitoutfrom bombed chemical storage/production facilities. 

22) Fallout from bombed biological storage/production facilities. 

23) Scud attacks that resulted in chemical alarms sounding. 

24) D. U. on tanks worked on/around, and used by returning A-IO’s 
flying overhead after firing rounds in Iraq, trailing dust 
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MEDICAL HISTORY 

^3ee attached medical files) 

I deployed to Saudi Arabia on 25/Sep/90, and returned on 18/Feb/91 
to the U.S. I was ill during my deployment, and was seen at sick call soon 
after ttie air war started on ITIjan/SI with numerous complaints of 
nausea, vomiting, cramps, night sweats, and headaches. The doctors 
«rtio saw me said to “sUck it out” and sent me back to my unit 

After my return to the U.S., i became increasingly more HI. I finally 
went to the hospital on Ft Jackson, S.C., on 27/mari91 , and complained 
of fatigue, sleeplessness, inability to concentrate, headaches, rashes, 
dizziness, abdominal pain, blood in my stool and urine, and short-term 
memory toss. Soon after, my wife began having the same illnesses. 

■fhe doctors examined me thoroughly, and agreed that my symptoms 
vere real, and that I did have blood In my stool and urine. They then told 
ne they could do nothing for me, and sent me home. The assessment and 
diagnosis they gave me was “benign physical examination; stress 
syndrome”. In other words, a P.T.S.O. 

Even though they found physical signs of what could have been 
Internal bleeding, I was sent away with no idea what was wrong with me, 
no treatment, and no follow up in the near future. This was a potentially 
life- threatening situation. To this day, I still occasionally have the same 
blood in my stool and urine, and have no idea why. 

After a few months I received a compasionate reassignment to FL 
Gordon, Ga. During my time there, I progressively became worse, and 
tried to be evaluated by the doctors there. I had a series of tests done on 
02ySepl92 by toe doctors at Eisenhower medical center, and the results 
showed that t had a tendency towards anemia, and abnormally high 
glucose levels. The doctors dismissed toe findings, and told me to go 
lack to dufy, with, again, no idea what was causing toe fainting and 
nausea I constanfiy experienced. 
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On 04/N0V/93, i ended up in the army post’s emergency room, after 
aving passed oui standing up while outside doing common task 
training. Nothing strenuous was involved to induce this reaction. I was 
taken to the hospital, and put in an area far from any other patients, and 
left to sit on a ourtained-off bed. Soon, several doctors pushed into the 
cramped space, and began talking excitedly among themselves about 
toxicology, poisoning, and the effects usualiy seen in victims of it 

This was said directly about me and my problem. They talked about 
me as if I would not understand the jargon, yet I understood all too well 
that these people were connecting an exposure to a toxin to my 
condition. 1 sat up to look at them, and began asking questions that left no 
doubt that i did understand them. The conversations stopped, and all 
eyes turned to me. 

With “hand-in-the-jar” looks, the doctors (who now numbered about 
10) looked suddenly about for somewhere else to be. I asked if there was 
jme kind of a problem with inteiiigent patients coming in this hospital, 
and was told to lie down, and be quiet, and wait for another doctor, i 
asked why the change, and was again told to be quiet So I waited. 

i stayed in the hospital for 2 days, hooked up to an tV. of fluids 
mixed wiUi antibiotics of a type I had not heard of. Since I am not a 
doctor, no surprise there. The surprise came when the doctors told me I 
could leave, and I was not to tell anyone that I had been given antibiotics 
at ail. Again, I asked why. I was again told to be quiet 

When I asked what was wrong with me, I was told it was pharyngitis. 

I asked how they knew so fast, since cultures take a little while to be realij 
sure of the micro-organism responsible. As expected, I was told to leave 
well enough alone, and it seemed to anger the doctor alot to be put on the 
spot It seemed to be the trend In the hospital when dealing with normal 
questions about abnormal situations. 
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The nurse that had attended most of the “be quiet” sessions fetme 
now some of what had happened to me. She pointed out that alot of the 
returning Saudi vets were coming in sick, same symptoms, and especially 
right after the flu shots had been given out on the post. She also said that 
I had gotten mine 2 days before I showed up sick. 

The doctors were all worried that I had a toxic/shock reaction to the 
shot, and that it “...was to be expected in the Saudi vets, as opposed to 
healthy folks...”. It seemed that there was alot more to tois than I had first 
thought, especially if it was treated as If it were a common thing by the 
doctors. And that the doctors were making a connection where toey 
were pubiioally saying there was notone. No surprise there either. After 
looking at the test results from this hospital stay, I was seeing a trend of 
values that were high or tow, rather than normal, that the doctors were 
dismissing, yet were cropping up in every lab report I had. A pattern was 
forming. 

After ail of this, I was forced out of the military because I wanted 
medical treatment. Repeatedly I was denied it, and got worse as time 
went by. Eventually, I finished my time allowed, and transfered to the 
reserves to finish my 8 year obligation on 08/Feb/94 (I had 7 months left). 
On 0i/Sepl94, 1 went to the V.A. hospital in Augusta, Ga., for my registry 
examination. I already was aware of the C.C.E.P. and the 3 phases 
involved. I and other veterans had met in support groups we had formed, 
and were sharing Information we had gathered. I had secured a copy of 
toe 3 phases of examination done by the V. A., and knew mostly what to 
expect. 

Prior to coming to the V.A., I had done several tv. interviews with 
local stations, and was known as being outspoken. Since there was a 
targe amount of veterans close to the hospitel at Ft Gordon (2 full 
battalions had deployed from there to Saudi Arabia, and I knew many vets 
that were sick there) I thought it would be a good idea to invite a member 
nf the media to Interview me as I went through the program, to let the vets 
xnow they had somewhere to go for testing and maybe treatment 



292 


page 6) 

I asked the press representative at the V.A. if this was okay with 
sem. The reaction was not a good one. ! felt that it was best for me to 
leave It to the professionals, and called the reporter to tei! him what had 
happened. He informed me that when he had tried to call earlier to talk to 
the press officer, he was told that “...he and I would be forcibly ejected 
from ttie hospital grounds...” If any reporters showed up. So, we crossed 
the street, and did- the interview with the hospital in the background, Not 
a good way to start off. 

When I went back into the hospital after the Interview, everyttslng 
seemed to have changed, In a weird way. Ail the people who would not 
even look at me before were asking if they could get me things like coffee, 
and since ! was accompanied by my mother (who drove me there, since i 
had travelled all night to attend the testing, and assumed they would 
draw alot of blood, making me unfit to drive) as well as another vet, they 
also got the “royal treatment”. 

It all seemed like things might be turning for the better when the 
other vet noted that he had been followed when going to the foathroofn. 
Looking around, I and my mother noted the same thing happening when 
one of us moved anywhere. We began to test this, just to knock the 
paranoia theory down, and, sure enough, every time we would move, the 
people at the front desk would send someone to see where we went 

f finally surprised one of them, and asked what was happening. S was 
told that it was for security reasons, to keep the reporters out of the 
hospital. I said that was odd, since neither I, my mother, or toe vet were 
reporters, and the interview was already over. She said it was toe 
administrators decision, not hers, and went back to her desk. 

After all this happened, I finally was seen by the “environmental 
physician”. Having an interest in medicine, I asked what particular 
disciplines he had studied to gain so lofty a title, and was met with a blani 
stare, as if he did not get the joke, yet felt it was one. I began to feel a 
little more ill at ease. 
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I had filled out the paperwork with care, attending to all the 
jrmaities I knew of, in order to “test” the system for other vets who may 
not be as well informed as i was. I let the physician see the LARGE 
package of medical files I was carrying, and asked where he wanted 
them. He answered “outside the office”. I said that they would help 
establish a pattern of illness for him. He said that was what he was for, 

! began to see an old pattern forming again. 

I held onto my copy of the protocol phases, and asked him to 
describe the testing he was going to do today. He said it would be really 
exstenslve. Alot of stuff. Then he rattled off the basic teste listed on the 
phase 1 protocol. Simple stuff that wouldn’t really even tell if you were 
alive when the test was given, much iess live up to the new name 
“environmental physician”. 

I mentioned this, and was told it was the very best they had to offer, 
and this would be all the V.A. could do for me. Period. Ever. He said this 
s the protocol papers rolled in my hand. I knew better. And had proof. 
So. After he said this I asked again if he would not like to increase the 
testing scope, since the tests I had from other physicians toid a real 
patterned story. He said I should forget those tests, since the ones I was 
about to get were so good. 

We proceeded to go through the tests he had outlined. When he was 
done with what any first day medical student would have passed over as 
useless, S showed him the protocol sheets, with the 3 phases on them. He 
turned a very interesting shade of white, and asked me “where the 
did I get those from I was not supposed to have those....” and so on. 

He really did get rather irate then. I showed the 3 phases to him, anc 
asked him what we were going to do now. He stammered something 
about having to go get more paper so he could do the tests I requested, 
since he only had 25 pages in his office at the time!! Phase 1 consists of 
only 5 tests, if you include the x-ray. It seemed that a little pressure had 
worked. 
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While he was gone to get “the extra paper”, I stuck my head out of 
ie room to inform the oWiers of what had happened. I was informed of 
the return of the “watch-dogs” on the vet and my mother again. The 
doctor returned, a little more composed looking, and began filling out 
paperwork that ended up being about an inch thick. Big difference from 
before. Funny problem; none of these seem to be in my records now. 

! went to all the labs, had 8 tubes of blood drawn, a urine specimen 
taken, an x-ray, and was asked if I wanted any coffee or tea. I then told 
the doctors gathered outside the exam room that from now on, I would be 
coming back to the hospital with every vet I knew who needed testing, 
and would personally see to it that they received proper testing and 
treatment If a babysitter was what they needed, that was what they 
would get. I aiso saw the administrator, to tell him the same thing. 

I went back home to S.C., and ! tried to make my drill weekend 
duties, but was unable due to repeated illnesses. I was told by my 
ommander that I had to have a doctor’s excuse to be allowed to miss 
dme, so I went to a doctor in S.C. where i was living ttien. 

This was on 1 0/Sep/94. As I talked to the doctor, he asked me ray 
symptoms. He said he could nail down, medically, what was wrong with 
me with 2 blood tests, i looked at him a littic skepticatty, but said okay. 

He drew 2 tubes of blood, and told me he would call me in a few days with 
the results. I was billed $113.00 for the tests. 

I received the results of my testing from these tests on 19/Sep/94, 
and was told that they revealed that i had been dangerously anemic for 
years (which I knew) and that I had an active infection of the epstein-barr 
virus (which I didn't) and it could be the source of the fatigue I was 
feeling. The doctor told me that with the test results he had and the 
earlier ones I had shown him, he was able to back-track the earliest 
stages of the illness to having begun about the same time-frame as when 
I was in the gulf war. The doctor did not know at the time of the exam that 
. had been in the gulf war. i wanted an un-biased opinion. 
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After having found all this out, and gotten at least a partial answer 
ir the reasons why I was ill, it came as quite a surprise when ! received a 
letter In the mail, dated 23/Sep/94, only a few days after hearing from the 
doctor about my illness. This letter was from the V.A., and it said that 
“The results of your physical examination indicates no probiem with your 
labs ©r x-rays...........”. I was, to say the least frustrated. And angry. In 

the V.A.’s phase 3 testing there is a simple test, for the epstein-barr virus, 
that, if done, would show at least that I was HI as defined by modem 
medicine, not just imagining it as some doctors seem to feel. The V.A. 
dropped the ball totally, since i received the test, yet it failed to show the 
problem. Tests, started days apart, yeilding totally different diagnoses, 
was a bit much to take. 

I had researched the epstein-barr virus, and found out several things 
about it, none good. The fact that the V.A. could miss so fundamental a 
thing is aiso not good. From the test results I have seen from my visit to 
the V.A., I have been able to determine that they yeitded the same results 
lat the many earlier D.O.D. tests had shown for years; anemia, and a 
ehronic infection of the e.b. v. at the very least. 

So. What are the lessons learned here ? That over-sight is 
Invaluable. That if i had not been informed as wei! as I had been, I would 
have gotten a bums-rush out of the hospital, and been added to the tally o1 
“served customers” that had been given a bsH of goods that was rotten. 

What happens to the vet who does not have the protocol sheets, or 
just is not up to the fight that day because of being ill ? Will they suffer, 
and die, rather than getting the help they need ? Yes. It is already 
happening now. Too many have died needlessly, when the answers are 
there; we just need someone competent enough to know that when a test 
says “high” or “low” that it warrants someones attention. The “h” is for 
high, toe “I” is for low. Simple. Like the “picture of fries” is for “fries” on 
the cash register nowadays. Simple. If these doctors are that bad off, 
toey could not even work at a fast-food resturaunt, much less be in 
charge of a human beings life and health. How simple does it have to be 'i 
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This committee has the power to affect the outcome of these 
agedies. Please help us to put an end to the ignorance and needless 
deaUis. With the recent admissions by the D.O.D. and C.I.A. regarding 
chem/bio exposures, the testing will have to change to reflect these 
facts. Since V.A, officials admit they were on hold, waiting for D.O>D. to 
give them the word, let us say “the word is given”, and get the ball rolling. 


This concludes the first part of my written testimony. The second follows 
after. 
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~his begins the second part of my testimony. 

PREPARATION 


My battalion received notice of alert on 05/Aug/90, and readied to 
deploy to Saudi Arabia In support of an airborne unit unknown to us at the 
time. Being a light infantry support unit, we were able to attach to any 
unit in the military. We received our P.O.R. (point of release) orders on 
the following day, and were told we would soon be leaving. In 
preparation, we were told to find our paperwork regarding shots and 
persona! affairs and bring them. 

My unit was told to report to the battalion classroom on 20/aug/S9, 
where we received our P.O.R. briefing, and first shots. As we were 
herded through the stations, we were told that we were eventually to 
sceive something unusual. Unusual. Well, Considering where we were 
supposed to be going, to the desert, this announcement did not really 
sun^rlse us. At Ft. Drum, we are considered cold weather troops, trained 
specificaiiy in light fighter warfare tactics in arctic climates, with combat 
skills useful against the soviets as the main study subject. This includes 
extensive training in their doctrine. I saw signs of this doctrine in the war. 

in this round of shots, we received our immune gamma globulin, or 
“gg” shots, as well as a shot listed as “mgc”, which I have found out is a 
shot for mennigococcal vaccinations. The “gg” shot was injected as fast 
as was possible, since there were afot of people. This action went against 
common medical practice and rules. The shot was 5 cc’s, and was 
injected in under a minute, in every medical journal I have read on the 
subject, there is a clear warning not to exceed 1 cc per minute. 

This warning was not heeded on any of us. The effect is a shock to 
vour Immune system that would require rest and avoidance of torther 
nsults to the immune system to be corrected naturally by the body, 
considering what was going on at the time, there was no way for this to 
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■ 3ppen. This was the first damage to our immune systems, which 
iquired time for recovery. There were many more In the next few days. 

On 12/Sep/90, we were again herded in for shots. As we went 
through the stations, we received both the anUirax and the botulinum 
toxoid shots. We were told what we were getting, and told it was secret, 
for obvious reasons. If saddam knew what we were ready with, he would 
change tactics, and we would be vulnerable. And, as trained 
professionals who deal with doctrine and training every day that fits this 
same category, this was not unusual. We obeyed. 

The shots were annotated on the records of those who had them 
using lot numbers and a name, conn, in the point of origin slot. No other 
discussion was warranted, or needed at that point. The odd part was 
the anthrax shots were annotated in the section reserved for the yellow 
fever shot Soon after these shots, many of the soldiers in my unit fell ill 
with fiu-llke symptoms and aches in the spots where the shots had been 
Jven. We prepared for deployment, and finally left on 25/Sep/90. We 
landed in Frankfurt, Germany, and stayed overnight in a U.S.O. shelter on 
the edge of the airport, till our flight left for Saudi Arabia the next day. 

MISSION: 


Our mission in Saudi Arabia was to assist any units needing support. 
8n our battalion, we had the following companies: 59th Chemical co,, 57th 
Trani^portation co., 514th Maintenance co., 229th Dustoff, and 511th 
M.P. We landed in Oharan, and made our way to a temporary site we 
named after our battalion commander, LTC. Stanley Walker (Camp 
Walker). We had 2 M88 tracked recovery vehicles, and I was soon 
attached to one. I was eventually put in charge of it, and, with a crew of 
4, set out looking for recovery missions. We also were responsible for the 
maintenance of the transports the Ml A1 tanks went north on, as well as 
loing repairs on the hydraulic systems on the tanksand the O.U. systems 
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In my travels, I went to Raftia, Hafir Al Batin, Logbase Charlie, Port of 
ammam, Al Jubayl, Kafhji, Hofuf, Sarahr, K.F.M.C., and K,K.M.C. As you 
can see, I and my crew went to quite a few places during our slay. 

14/ JAN/91 


On this day, at about 3 p.m., my commander, a captain, came into 
my tent, and announced that we were to take a new pill, and again, keep it 
secret He was followed by our N.B.C. officer, a sergeant He had a bOK 
and a clipboard wldi him. In the box were packets of the pyridostigmine 
bromide nerve agetn pretreatment pill. We were al! handed a packet, and 
told to lake only one, while the commander stood and watched, and to 
store the packet In our gas mask carriers. He said he would tell us if we 
needed another one. He also said this was in preparation for an attack by 
Saddam in response to the deadline the next day. after the time was up, 
•'hat did he have to lose by attacking ? Sound thinking at the Ume. 

I sat on my bunk, waiting for some sign of effects, and felt as if i had 
only been there for about 10 minutes. My driver came up to me and shook 
my shoulder, asking what was wrong. I said nothing, why ? He answered 
that I had been sitting in the same position for over an hour, not moving, 
and he was ready to go on our next mission. This shocked me, since 
subjectively I had noticed nothing. Since then, I have learned that 
blackouts were common after taking the pill. 

ALARMS AND ALERTS 

During the months of January and February of 1991, the alarms 
around my camp went off on a constant basis; so much so that our 
battalion N.B.C. officer instructed our company N.B.C. officer to remove 
the batteries. This was due to the frustration of having an alarm go off at 
1 a.m., and after responding, finding either nothing, or nothing ftiatmade 
sense. If we had been fully informed as to the ^es of agents available to 
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■'addam, I believe that these false-posUives would have met more serious 
oncem, rather than being dismissed. 

One of the agents I am refering to is “gf also known as “cyclosarin”. 
It was found in massive quantities in Iraq by the U.N. (more than 100 tons, 
some in binary form). This agent will register sometimes on our 
equipment, yet will not result In a positive detection or confirmation 
because of it’s chemical differences to known agents listed for our troops 
to look for. It aiso was found at Kamisiyah, in the 122mm rockets, mixed 
with sarin In a 2 to 1 ratio. This mixture would confuse our alarms, and 
confirmation gear to the point of not being accurately detectable, unless 
one knew to look for it This is the first in a iong line of failures on the part 
ofD.O.D./C.!.A. 

Aiso, for the record, the statements from O.O.D./C.I.A. that they 
“found the paperwork on Kamisiyah” is false. They were presented Ote 
video tape of to© chemical bunker’s Interior and the document from the 
itemet site at the same time. In Washington D.C. by toe President’s 
Advisory Committee, and were told that if they did not release toe 
information, the committee would do it for them. This was before june. 

So, the image that is presented by their statements that they found 
these things and willingly brought them forward is simply not true. I am 
toe person who released toe Kamisiyah document, and should know the 
chain of events. I and Brian Martin of the 37th Engineering Battalion were 
the reasons this event occurred. I am not saying this to gain credit, as 
some have tried to do. This is to point out a pattern of deception on toe 
part of O.O.D./C.I.A. While trying to tell the public to believe them, they 
are being less than honest about their attempts at being forthcoming 
with evidence of real events. This most stop. Since these admissions 
became public knowledge, the O.O.D. and V.A. have been handed an 
obligation to expand their investigations into what is wrong with the 
veterans, to include chem/bio contaminations. The testing should reflect 
toat If ft does not, one will have to assume that the answer is not wanted, 
rather than out of reach. 
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CONCLUSION: 

in closing, I wish to say this; for the past 5 and a half years, I and 
other veterans have wanted one thing. Not money. We want for D.O.D. 
and V. A. to honor the contract they made with the veterans, and to take 
care of them. Since the V.A. says it is not capable of supporting the large 
influx of patients, let’s try this instead. 

When I put on the U.S. Army's uniform, I never received over-time. I 
was paid a set rate, and that was that. THERE WAS NEVER A FIGHT FOR 
“FUNDING". If I was needed. I went, and did the job. Just as others do. 
The main excuses given now as to why there is no care given to gulf war 
veterans Is; lack of funding. 

Okay; with that in mind, why do we not make use of the facilities at 
our disposal right now, and use the personnel on them for treating these 
veterans ? How many military hospitals have empty beds, and staff that 
.its around, waiting for something to do ? Almost ail of the D.O.D. 
hospitals fit that category. I have seen it, and researched it 

It is a wasted asset, and to prove it can function this way, ask this; 
what happens when the red cross goes to a military post, and request a 
blood drive ? The personnel from the military hospital are sent to take ths 
blood, and to set up the facilities as if to receive casualties. Casualties 
like the veterans of the gulf war. The system is already in place, and so is 
the know-how. Make use of what exists, rather than making sure people 
die simply because these agencies can not tell fire truth. Honor the 
contract Help save the lives of veterans, spouses, and their children. 

Hiank you, 

Jkn Brown, 

Director, 

“GUUWATCH” 

'S73)2484M06 

JIEBROWN@NEMONET.COM 
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*FOR ff^fVIEOIATE RELEASE* 

VETERAN’S ORGANJZATtONS 
APPROACH U.N. FOR HELP 
WITH HUMAN RIGHTS 
VIOLATIONS. 


FRIDAY, 06/DEC/96 


Due to the actions of the Department of Defense, Central 
Intelligence Agency, and Veteran’s affairs, international veterans of the 
Persian Gulf War have recently petitioned the United Nations to act on 
their behalf in an effort to stop human rights violations, and to allow these 
veterans and their families to address the general assembly of the U.N. 

This was done on behalf of all coalition veterans. Representing the 
veteran’s organizations “O.D.S.S.A.”, “I.A.6.W.S.”, AND “GULFWATCH”, 
Vic Sylvester, president of O.D.S.S.A. hand-carried this message of 
request to the U.N. headquarters in New York, and was filmed by CNN 
handing the documents to officials in the office of the High Commission for 
Human Rights/ Center for Human Rights in the lobby of the U.N. 

This message was transmitted from the offices in New York to 
Geneva on Wednesday, 4/dec/96 at 10:00a.m. est and is officially in the 
system for immediate response by the U.N. general assembly. 

For details, please contact; 

Vic Sylvester, O.D.S.S.A. (91 6)368-4667 
Brian Martin, I.A.G.W.S. (61 6)684-5903 

Jim Brown, “GULFWATCH” (573)248-0406 
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Mr. Shays. Let me figure out how we proceed. This has been 10 
minutes now. I’d like Jim Green 

Mr. Green. Mine is not very long. 

Mr. Shays. Yes, we might come back to you, but I would like — 
you have eight more pages left in your testimony, and you are also 
doing some ad-libbing as well. So why don’t you make your state- 
ment. 

Mr. Green. OK. How are you doing, Mr. Chairman. 

My name is James B. Green, formerly of the U.S. Air Force. On 
or near October 1990, I was placed on an antiterrorist team. We 
were told that 

Mr. Shays. Let me do this. While he is giving his testimony, if 
you could get your eight pages down to four and just kind of go 
through what you think would be good. 

Yes, Mr. Green. 

Mr. Green. Sorry about that. 

We were told that we were going to Germany and then possibly 
the Gulf I was told to get my shots updated for mobility, so I went 
and was given a shot and a series of little white pills. We went to 
Germany and stayed at a hotel, waiting to be assigned. It turned 
out that another group had come before us and we were sent home. 

About a week later, I was assigned to Dover, DE. There I guard- 
ed planes and work gates to monitor the coming in and out of the 
base. 

When I first got sick, I broke out in rashes that looked like bull’s- 
eyes, and later they turned into pimples what split open whenever 
I moved. I now have AIDS-like lesions that come and go on my 
body, and he saw — Mr. Brown here saw — some of them last night. 
I got out of the military — excuse my speech. My speech gets slurred 
sometimes. 

Mr. Shays. You know, your statement is a little shorter, so you 
can speak slowly. You have a statement, so why don’t you take 
your time. 

Mr. Green. OK. Excuse my speech; it does get slurred. 

Mr. Shays. Take your time. 

Mr. Green. At one point in time, my entire body was covered 
with this rash. I got out of the military and immediately went to 
the doctors. After four visits to the VA, I was given some type of 
medication that helped with the rash, but it kept coming back in 
different forms. The health care I received in the military was in- 
adequate. 

After receiving the shots and the PB pills, I suffered many symp- 
toms. These included severe headaches, muscle soreness, joint pain, 
stiffness, memory loss, severe mood swings, loss of appetite, loss of 
mental capability. 

My wife and children have been forced to live a life of hell. They 
don’t know how I am going to act from one day to the next or even 
hour to hour. 

I signed up for the VA Health Registry in 1994. I filled out the 
paperwork. They sent me to the VA hospital for a Desert Storm 
exam. I received a better exam from my family doctor. The doctor 
asked what was wrong and asked me to describe the symptoms. I 
was then sent for a series of blood work and referred to the mental 
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health clinic for stress-related problems. Seems awful funny to me 
that my illness is stress related and I was not even in the theatre. 

I am scared to go to the VA hospital for treatment. The govern- 
ment thought it was OK to give us poison once. Why wouldn’t they 
do it again? I am referring to the shots and the PB bills. That is 
what I believe is making me sick with this illness and probably ex- 
posure to things coming from overseas. 

I’ve lost excessive amounts of weight. I’ve lost about 80 pounds. 
I was 222 when I got out of the military; I am down to 167 pounds 
now. My life and my family’s lives have been complete hell. I have 
to drink a six-pack of Ensure almost daily to keep at this weight. 

I feel that the government should take responsibility for what it 
has done to us. This disease is obviously not stress related, as they 
would like us to believe. I am a perfect example. My jobs weren’t 
stress related, and I am experiencing the same symptoms as oth- 
ers. 

My theory rests on the inoculations and the PB pills. As every- 
body knows, the French troops were not given the experimental 
pills, and not many of them are sick. 

In conclusion, I believe that it is the government’s duty to help 
those that are sick, especially those who were also exposed to the 
chemicals in the Persian Gulf. They are twice as sick. Let them not 
fight anymore just to find a way to live day to day. Take responsi- 
bility. We weren’t sick before, and now we are very sick. We’re not 
asking for much, just a chance to live as normal a life as possible 
under the circumstances. 

Thank you, Mr. Chairman. 

Mr. Shays. Thank you, Mr. Green. Your testimony is interesting 
in that you never served in the theatre but you basically took the 
pills, and you didn’t take the PB tablets, did you? 

Mr. Green. Yes, sir, I took the tablets. 

Mr. Shays. As well as the shots. 

Mr. Green. And the shots; yes, sir. 

Mr. Shays. And you learned that you weren’t going in about 
when? 

Mr. Green. Well, we went to Germany, and they said go to this 
hotel and wait and you will be assigned where you are going, and 
we were — like I said, we were there a week, and then they sent us 
home, and then they sent me to Dover, DE. 

Mr. Shays. I just want to come back to Mr. Brown in a moment 
to finish up his four pages, but your health before you went in the 
service was 

Mr. Green. Excellent. 

Mr. Shays. Mr. Green. 

Mr. Green. I was in excellent health. I went through 6 weeks 
of basic training, 6 weeks of tech school, and 6 weeks of combat 
training. 

Before I went in the military, I was in excellent health. Now I 
am 100 percent disabled. I am just trying to help these Desert 
Storm — I am 100 percent disabled for my back, neurologic problems 
in my back. 

Mr. Sanders. Mr. Green, were any of your comrades who also 
took these pills affected in any kind of negative way? 
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Mr. Green. A lot of people complained about just like being sick, 
but nobody ever broke out with the skin rashes and stuff like that. 
I was the only one, for some reason. 

Mr. Shays. Mr. Brown, let me just say all of your testimony is 
just very valuable to this committee and tells us a story totally in 
conflict with the so-called party line of the VA. I mean, all three 
of you experienced — now you are on total disability. 

Mr. Green. Yes, sir. It took 5 years to get that, almost 6 years 
of fighting the VA to get that, and my back was hurting imme- 
diately after I got out of the military. So it took 6 years of fighting 
to get my 100 percent. 

Mr. Shays. Mr. Brown. 

Mr. Pappas. Mr. Chairman. 

Mr. Shays. Yes. 

Mr. Pappas. I would just ask Mr. Green a question about the 
pills and shots that you were administered. How soon from the 
time you were given these pills or shots did you begin 

Mr. Green. To tell you the truth, sir, I really can’t recall. I 
mean, if you asked me what happened last Tuesday, I couldn’t real- 
ly tell you. That’s how bad my memory is anymore, just disinte- 
grating. 

Mr. Shays. Would somebody in your family be able to answer 
that question? 

Mr. Green. Yes, my wife would, but she’s getting — like he said 
about his wife, my wife is starting to get the same symptoms. My 
child has swollen lymph nodes on her neck, the skin rash. 

Mr. Shays. If you are able to get us that answer 

Mr. Green. I can definitely have my wife 

Mr. Shays. Write down the question. Do you have a pencil there? 

Mr. Green. Sure. 

Mr. Shays. The question is, how soon — ^you took the pills, the 
shots and the pills — did you become ill, OK? 

Mr. Green. Yes, sir. I’ll get that to you. 

[The information referred to was not available at the time of 
press.] 

Mr. Shays. Mr. Brown, why don’t you finish up. Again, your tes- 
timony is very valuable to us, so thank you for condensing what 
is left. 

Mr. Brown. Yes, sir. As far as my experiences with the VA, the 
main problem I had with them all the way around is, I got the 
exact same treatment from them that I did from the Department 
of Defense: Basically, there’s nothing wrong with you, go about 
your business, and if there is, don’t worry about it, we know better. 

When I finished up at the VA and had to end up spending my 
own money, which I didn’t happen to have that much of, because 
I had been put out of the military for speaking out about this, I 
ended up spending my own money on this, and ended up finding 
out some answers that I should have gotten from the VA to begin 
with. 

And when I went back and started comparing notes with Medi- 
care papers — and a half, I submitted those to Mr. Newman for the 
record, my medical records. You can look through these. And com- 
pared from 1991, 1992, 1993, 1994, all the way through there, 
every one of the tests comes out the same. 
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The only one out of the entire gamut that I got any answers from 
was a private physician I ended paying money to. There wasn’t any 
treatment they had. They told us, “We can’t treat that, you have 
to go back to the government because they are the ones that 
messed you up to begin with.” 

When you look through these papers, there’s no way you can rec- 
oncile that going back there is going to get me treatment, for him, 
for him, any of us, unless pressure is put on the VA and DOD. Un- 
less accountability is put on these individuals, I don’t see any kind 
of change coming about. 

Like Dr. Murphy and Mr. Kizer here, if they make a 
misstatement or perjure themselves before the committee, that’s 
something they can have put back on them. There are con- 
sequences for these people, as you well know. That’s the only way 
I can see we’re going to get any. 

DOD is the same way. They know the fat’s in the fire and they 
are about to burn. That’s why they came forward with the facts 
about Khamisiyah. It wasn’t somebody in the CIA that was listen- 
ing to the radio and washing dishes. That wasn’t it. A video came 
forward, the documentation came forward, they were advised of it 
by the President’s Advisory Committee’s counsel, Jim Turner, and 
as of that time when they were advised of the fact that this video 
and this document fit together, they knew the gig was up. They 
had to come forward and make their statement first. And that is 
when June 21st came forward. 

Until and unless that gets out of the way, the VA is going to fol- 
low in DOD’s footsteps. As DOD goes, so do they. Where VA 
messed me over, there is a contract between DOD, VA, and the vet- 
eran. “Honor the contract” is the bottom line. We fulfilled our side 
of the contract. We’re not asking for money. We’re not asking for 
anything but our health back. I had a job to begin with. 

Mr. Shays. You may not be asking for money, but there is one 
question, properly diagnose, properly treat, and properly com- 
pensate. 

Mr. Brown. Right. 

Mr. Shays. If you are not able to support your family because of 
your illness, you might need compensation. 

Mr. Brown. It comes down to that. If I had the option between 
being treated and put back in the work force, more or less, and 
being able to be put back to my job, that’s it for me, I am done; 
let me earn my own way. I did before all this other junk started. 

That’s one of the things I’ve been after from the get-go. I want 
these people to put us back where we were, if that’s at all possible. 
The documentation I’ve seen points in the direction that there is 
some form, if not a cure, a treatment, that at least can keep us 
where we are, if not backtrack us some. As Dr. Haley talked about, 
there is a way. So for VA and DOD to wait until we all die off and 
there’s 20 left and then talk about compensation and treatment, 
that’s not it. 

One of things I wanted to submit for testimony also is this list 
of cancers. There are 2,045 cancers listed on this. This is from the 
VA data base in Hines, IL, the VMAG there. This lists in fiscal 
year 1991 through 1995 the amount of cancers that were in the VA 
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system. We’ve been told there’s only a couple of hundred. This is 
a couple of thousand. 

Mr. Shays. Is that of Gulf war veterans? 

Mr. Brown. Yes. It reads at the top, “Persian Gulf War Veterans 
with neoplasms by diagnosis and age group, fiscal year 1991.” It 
has the diagnostic codes which they have in their system and no 
one else does, the IDC9ZM codes, “malignant neoplasms of,” and 
then they fill in the blanks. For 1991, there was 51; for 1992, there 
was 250. Now, this is not in addition, with the 51 incorporated in 
it. These are 250 that occurred in the fiscal year of 1992. 

Mr. Shays. I will be happy to have you submit that, and we 
would ask the VA to respond to it. 

Mr. Brown. Yes, sir. Thank you very much for that. There is no 
way for VA to say there is no pattern to this illness. There’s noth- 
ing that makes us stand out from the background of everybody 
else. We’re no different from anyone else. That’s ridiculous, and it’s 
got to stop, because people are dying from this. 

[The information referred to follows:] 
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Mr. Shays. Mr. Kornkven, are there any points you would like 
to make in addition before we adjourn? 

Mr. Kornkven. I believe my testimony and the recommendation 
are an initial starting point. Tomorrow I will be meeting with Dr. 
Rostker and Mr. Gob^er at the VA, and we’re encouraged that fi- 
nally they are opening up a dialog with us. We will see over the 
next few months how everything will be improving on this issue. 

Mr. Shays. And you will stay in touch with us to let us know 
how you think that is going. 

Mr. Kornkven. Yes, sir, and I do hope that things will start to 
change now. 

Mr. Shays. Mr. Green, do you have any other comment you 
would like to make to the committee? 

Mr. Green. No, sir. My main worry is the children and my wife, 
as he was saying, with whatever it is that we have going over to 
them, and that’s my main worry. And my — I care about my life, but 
they are my life, you know. 

Mr. Shays. I wish I had the three of you go first, and that way 
I could make reference to your testimony, which has been the prac- 
tice we wanted. We may just decide that if they can’t wait, we will 
just tell them to come later. But I wish I had asked all the wit- 
nesses before the issue of what type of exposure a spouse has to 
chemical disorders, if that is the case. 

Mr. Kornkven. Sir, if I may. 

Mr. Shays. Sure. 

Mr. Kornkven. I have provided some information to Mr. New- 
man concerning the questions we’ll have for Dr. Rostker and Mr. 
Gober, and some of the questions are rather pointed, and you may 
want to followup those questions in the future. 

One last comment, I guess, is if the VA can do something about 
the registry. For this data base to be a truly useful tool, it needs 
to be updated. This is my paperwork, sir, since 1992. This is what 
is in the Registry concerning that paperwork: two pages. It needs 
to be updated. 

Thank you. 

Mr. Pappas. Mr. Chairman. 

Mr. Shays. Yes. The gentleman may ask any questions he wants. 
It has been nice to have you there. 

Mr. Pappas. Thank you. 

For Mr. Kornkven, is that how you pronounce your name? 

Mr. Kornkven. Yes, sir. 

Mr. Pappas. In your testimony you mentioned something about 
an arbitrary 2-year limit, and I am not familiar with what you 
were speaking about. 

Mr. Kornkven. Public Law 103-446 was passed, I believe, 2 or 
4 November 1994 to specifically address Gulf war veterans’ health 
problems. 

There are 13 prevalent symptoms that Gulf war veterans have 
been reporting that are considered undiagnosed by the VA. With 
that legislation, it calls for a Gulf war veteran to have reported 
their health problems within 2 years of leaving the Persian Gulf. 
That is the 2-year timeframe. That 2-year timeframe must be ex- 
tended, because many Gulf war veterans are falling just outside of 
that 2-year timeframe. We did not know of some of the programs 
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that were going on in inside the VA until well after this 2-year 
timeframe. 

I’d like to note as well with that statement that the VA be in- 
structed to follow that law. I say follow that law. The 2-year time- 
frame, with myself personally, I returned in August 1991, which 
means symptoms should have been reported by August 1993. This 
registry paperwork is January 1993, yet every one of the problems 
that I had requested service connection for were denied. The law 
was ignored. 

Mr. Shays. Was not what, I am sorry? 

Mr. Kornkven. The symptoms or the diagnoses or the health 
problems that I had reported to the VA and requested service con- 
nection for were denied, even though they were reported within 
this 2-year timeframe. And I’d like to note as well, on that 2-year 
timeframe, it appeared many veterans that just after that law was 
passed were suddenly diagnosed with any kind of frivolous title di- 
agnosis. 

Mr. Green. It seems they wanted to pin — I am sorry, I didn’t 
mean — it seemed like they were trying to put PTSD on all of us. 
That’s their magic, you know: This is what you have, PTSD, all 
three of us. They all say we have PTSD. It’s not PTSD; it’s not in 
our heads. I have rashes and lesions I can show you. I don’t think 
y’all want to — but I mean, it’s not in our heads. 

Mr. Shays. Mr. Green, we know it is not in your head. I think 
the second panel can point us in a direction where they didn’t, in 
their studies, see PTSD as a likely diagnosis. So I know this has 
been extraordinarily frustrating and life threatening, and as some- 
one who sent you all there, I feel, as do other Members, a tremen- 
dous responsibility to make it right. 

If there’s no other comment, I am going to call this hearing — yes, 
sir, Mr. Brown. 

Mr. Brown. Sir, one more thing that I would like to add for the 
record. If you would, please ask the VA and DOD exactly what are 
the ICDM codes for chemical and biological injuries. They don’t 
have them in their data base at all. They don’t exist. They have 
to take a lot of different symptoms that look like they fit into that 
category and then throw them at the problem. That is why you 
have somebody walking in with one problem or three or four prob- 
lems. 

I’ve asked the doctors at the VA if they have them, and there’s 
no way — it is like going to a Burger King and asking one of the 
kids behind the counter to give you a burger with extra onions but 
there isn’t a picture they can push. It is the same mentality; they 
give you a blank stare, like, “Excuse me.” That is what we have 
at the VA right now. DOD is doing the same thing. 

Yet what is chemical warfare? What is biological warfare? This 
isn’t something you run into working at the local grocery store. 
This is military-based. So is DOD; so is VA. By that, they should 
have the code in there first for this type of warfare. They should. 
They don’t. 

Mr. Shays. That is an excellent point I am happy you made, and 
I am glad you felt compelled to make it. 

Any other points? 

Mr. Brown. Thank you. 
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Mr. Green. Thank you for having us. 

Mr. Kornkven. Yes, thank you, sir. 

Mr. Shays. Sure. 

Mr. Pappas. My statement 

Mr. Shays. Yes, your statement will be submitted for the record, 
and it has been great having you. 

Mr. Pappas. Thank you. 

Mr. Shays. Thank you, gentlemen. This hearing is adjourned. 
[Whereupon, at 4:37 p.m., the committee was adjourned.] 
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